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THE LANCET} 

ADDRESSES AND 
SURGICAL TREATMENT OF 

DETACHMENT OF THE RETINA * 
By J. Cote MARSHALL, F.R.C.S. Eng. 


CONSULTING SURGEON TO THE WESTERN 
HOSPITAL, LONDON 


OPHTHALMIC 


OnE of the most interesting developments of 
modern ophthalmology is the surgical treatment of 
detachment of the retina, a subject that immediately 
recalls the wonderful work undertaken by the late 
Prof. Jules Gonin of Lausanne, who published his 
results after years of most painstaking research. 
Although his work attracted but little notice at first, 
his fame as an ophthalmologist was permanently 
established at the Congress of 1929 held at Amsterdam. 

Gonin’s theory of the causation of retinal detach- 
ment was based on the assumption that the essential 
lesion in these cases was a tear or hole in the retina. 
I well remember in 1930 his enthusiasm when he 
showed me a beautiful specimen of an eye depicting 
a retinal detachment with a small hole in it; close 
to the hole was a small piece of retinal tissue attached 
to the vitr ons by a small thread of fibrous tissue. 
He was able to show that closure of the tear by 
surgical means was followed in a large proportion of 
cases by cure of the condition. Although there may 
still be surgeons who do not agree with this view, the 
great majority of ophthalmologists believe that the 
theory is correct and their belief is supported by 
practical experience. 

EVOLUTION 


OF METHODS 


Gonin’s original technique included the use of a 
Paquelin cautery which was heated to a dull red 
heat and plunged through the sclera, choroid, and 
retina, at the point corresponding to the position of 
thé tear. By this means a choroido-retinal scar 
3—4 mm. in diameter was formed, a scar that was in 
some ways superior to those produced by other 
methods. This operation, however, had definite 
limitations, since as a general rule only one puncture 
could be made at a time, thereby preventing its use 
in extensive lesions, and in any case entailing the 
most exacting work in localising and marking the tear. 

Modifications of the method were soon invented, 
including the use of a fine galvanocautery point, 
with which surface coagulation could be carried out, 
or several punctures made, without serious loss of 
inter-retinal fluid. This technique fell into disrepute 
because neither the temperature of the point, nor the 
time of its application was constant, and com- 
plications ensued. Its use has lately been reintroduced 
in certain suitable cases. 

To avoid the unpleasant sequel of introducing a 
red-hot point into the eye, attempts were made to 
produce a plastic choroiditis by chemical methods, 
such as infiltration of a weak solution of potassium 
hydroxide between the choroid and sclera or by 
exposing the choroid by means of multiple trephine 
holes and touching it with a stick of solid caustic 
potash, the excess of the caustic potash being 
neutralised by a solution of 0-5 per cent. acetic acid. 
Drainage of the inter-retinal fluid was effected by 
puncturing the choroid in a third of the total number 
of openings made. Although such methods have 
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now been largely abandoned, they are still in use in 
certain clinics. 

Almost coincident with these methods was the 
introduction of surgical diathermy as a means of 
treatment, 


A coagulating current is used, applied either super- 
ficially or by a needle point introduced through the 
outer coats of the eye. Surface coagulation is 
applied by a ball electrode 2-3 mm. in diameter, a 
fine point, or a blunt point 2 mm. across, attached to 
a thermocouple which enables the operator to estimate 
the exact temperature to which the sclera is raised. 
The inter-retinal fluid is drained by trephining the 
sclera and puncturing the choroid with a blunt 
instrument or by the use of perforating diathermy 
applied by means of a fine Weve or Safar electrode. 


This technique involves the use of sufficient heat to 
coagulate the choroid and great care must be taken 





not to allow excessive burning with subsequent 
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FIG. 1.—Author’s chart for mapping out retinal tears. The 
small hole described in Case 2 is shown on the extreme right 
(see alen Fig. 9A) 


vitreous hzwmorrhage due to necrosis of retinal 
vessels. 

Perforating diathermy ,has been carried out con- 
sistently in many clinics and its use has been attended 
with considerable By this method the 
choroid can be coagulated without damage to the 
retina and with minimal damage to the sclera, though 
if the retina is touched with a diathermy point, a 
fine artificial hole may be produced. Trephining is 
unnecessary when this technique is employed, since 
adequate drainage of the inter-retinal fluid takes place 
through the diathermy punctures. 

In recent years a low tension electrolytic current 
has been used in the treatment of retinal detachment. 
3y this method fine silvery bubbles are produced in 
the vitreous, and a certain amount of scarring takes 
place in the retina and choroid along the track of 
the electrolytic needle. Although the production of 
bubbles is of the greatest possible service in the exact 
localisation of retinal lesions, the scars produced do 
not appear to be strong enough to effect a cure. 

A method has recently been devised which combines 
the advantages of both the diathermic and electro- 
lytic methods, without certain of their drawbacks. 
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Callipers marking the tear 
from the ora base line 





FIG. 2.—-Marking the position of the tear on the exposed sclera 
The eye is turned downwards. [My thanks are due to Messrs 
C. Davis Keeln Ltd. for their care in the preparation of the 
cinematograph film from which these illustrations were taken. |] 


Short needles, 0-5-1-0 mm. in length, are used with 
a coagulating diathermic current. Since these points 
are not long enough to penetrate into the inter- 
retinal space, coagulation of the choroid can be carried 
out without loss of inter-retinal fluid. Drainage is 
then established by perforating the sclera and choroid 
by means of needles 1-5 mm. in length, carrying an 
electrolytic current. The circuit is arranged so that 
these points form the cathode and, if the retina is 
perforated, the hole is immediately closed by the 
action of the hydroxyl ions produced. This appears 
to be the safest method evolved up to the present 
time. 
INVESTIGATION AND EXAMINATION 


Before passing on to a detailed description of the 
technique of this operation, the importance of the 
subjective symptoms of detached retina must be 
stressed, as they are of the greatest help im ascer- 
taining the situation of the tear and deciding the 
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FIG. 3.— Diagram of type of punctures made by diathermy and 
electrolytic needles 


prognosis of the operation. If symptoms are noticed 
early enough, they may enable the surgeon to avert 
an actual detachment by prescribing treatment 
suitable to individual cases. 

Past injuries must be inquired into, for they may 
cause degenerative changes and cystic formations 
in the periphery of the retina even after the lapse of 
years. In such a case, the peripheral, rather than the 
equatorial, zone must be searched. 

Among the earliest symptoms are flashes of light, 
floating bodies, cloudy movements, changes in colour 
vision and in the apparent size and shape of objects, 
the latter occurring especially in cedema and degenera- 
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tive changes in the region of the macula. The first 
loss of visual field or the apparent position of floating 
bodies are of the utmost importance in showing 
where the detachment started, especially in those 
cases where a vitreous hemorrhage has supervened 
before the patient comes for examination. 

In all cases, the state of the near and distant vision 
should be recorded and fields carefully charted. The 
external appearance of the eye must be noted and the 
tension estimated, since hypotonia renders success of 
the operation less likely. The reaction of the pupil, 
and the degree of dilatation, after the instillation of 
a mydriatic should be observed, since poor dilatation 
not only hinders examination but often tends towards 
a poor prognosis. Suitable mydriatics are homa- 
tropine and cocaine, mydricaine, or Levo-Glaucosan. 

Preliminary examination with a plane mirror 
often gives useful information about the situation 
of the detachment and the state of the ocular media. 
A general view of the fundus is obtained by the 
indirect method and a careful drawing of the inverted 
image made—a method of great value when investigat- 
ing the extreme periphery of the retina. The useful- 
ness of this examination is greatly enhanced by 
employing a lamp of approximately 200 candle- 
power and a + 20 D.S. lens. The area of retina 
corresponding to the patient’s first visual loss is 
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FIG. 4.—Diagram showing position of punctures. 


then examined with a self-illuminated ophthalmo- 
scope, and the depth of the detachment noted in 
dioptres. The refraction at the optic disc is also 
estimated. The most probable situation of the 
tear may be surmised by observing the outline of 
the detachment. A horizontal line below the disc 
is in favour of a lesion in the lower part of the retina 
—e.g., a disinsertion—while a globular detachment 
divided into pockets suggests a hole in the upper 
half of the fundus. The retina should be searched 
with lenses of varying strength, for this often enables 
a tear to be found that would otherwise be over- 
looked, and help may be obtained by using a 
concentrated ophthalmoscope beam. Pre-existing 
macular changes must be looked for. The course and 
contour of the retinal vessels should be recorded, 
especially when passing over grey areas, because 
they may indicate a fold in a very slightly detached 
retina. Patches of choroiditis and grey areas should 
be observed, since small tears are often found near 
choroidal pigment, at the edge of a grey patch, 
or among streaks in degenerated areas. <A detailed 
sketch of the fundus should be made after the examina- 
tion, and an exact drawing of the tear and its relation 
to vessels, pigment, &c., is a great help during the 
operation. 

In addition, the size, shape, and position of the tear 
is transposed to a special chart of the outer coat of 
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Insulated ivory tion of the retina may both affect one’s decision. 
retractor 


Cases showing a very large disinsertion with 
inverted edges should only be operated on if the 
other eye is hopelessly blind. A detachment in 
the lower part of the fundus, not obscuring the 
macula, should not be treated surgically if it 
appears to be in a stable condition, especially in 

05 mm elderly patients. 

diathermy 

— TECHNIQUE OF OPERATION 

barrage a : : 

The patient is put to bed for two or three 
days before operation to allow careful examina- 
tion of the eye under standard conditions. The 

meridian of the tear is marked with indian ink on 
the corneoscleral junction, as this leads to greatly 
increased accuracy of technique. Although a 
general anesthetic is unnecessary, Omnopon gr. 4 
and scopolamine gr. 1/150 are administered an 
hour before the patient is brought to the theatre. 
In this way, some degree of coéperation by the 
patient is retained. 

FIG. 5.—Diathermy needle (0-5 mm.) making barrage of I now propose to describe in detail the opera- 


punctures ° ° ° es 
tive technique, illustrated originally in my lecture 


punctures 








the eye on which the extra-ocular muscles, ven 
vorticos, &c., are plainly shown (Fig. 1). Ring of bubbles 
from electrolytic Diat hermy 

INDICATIONS AND CONTRA-INDICATIONS perforations coagulation Tear 

As soon as a diagnosis of retinal detachment is 
made, and a tear found, an operation should be 
performed, as early operation invariably carries a 
better prognosis. Very large or multiple tears are 
no contra-indication, though the outlook is more 
serious in these cases. Age should be no bar to opera- 
tion provided that the patient’s mental and physical 
condition allows confinement to bed for a sufficient 
time. Although vitreous hemorrhages may delay 
treatment, operation—preferably by diathermic 
coagulation—should be carried out as soon as absorp- 
tion has taken place. Aphakia renders the examina- 
tion more difficult and increases the danger of inter- 
ference, but even in such cases a satisfactory result 
may be obtained. When retinal detachment is 
complicated by secondary glaucoma, a successful 
operation may be performed after the tension has 
returned to normal. 

Certain contra-indications to operation must be 
borne in mind. Secondary detachments, due to 
neoplasms or retinitis proliferans must, of course, 
be excluded. The length of history and the condi- 


Anode 
ball-eiectrode 





BubWMes from an extra J 
electrolytic puncture to let out fluid 


Cathode FIG. 7.— Appearance of fundus immediately after completion of 
needle the puncture. 


by means of a film. Cocaine or Pantocaine are not 
used, as sufficient anzsthesia is produced by a sub- 
conjunctival injection of Novocain and adrenaline. 
By this means the transparency of the cornea is 
not affected though desiccation must be prevented 
by repeated instillation of saline. 





The conjunctiva and episcleral tissues are carefully 
incised in the region of the ora serrata—adequate 
exposure is of the greatest importance. The rectus 
muscles are then defined and, if necessary, divided. 
The position of the ora serrata is marked in indian 
ink and this is used as a base line for measuring and 
marking the limits of the tear (Fig. 2). If necessary, 
a retraction suture can be placed at the ora. 

The selection of the diathermic and electrolytic 
points depends on the individual case and the area 
of the eye involved—e.g., a shorter needle is used 





FIG. 6.—Localising the tear with a 3-0 mm. cathode needle, 
using a ball-electrode in anode. 
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under the rectus muscles 
where the sclera is thin. 
Diathermy needles may 
be straight or angled and 
vary between 0°5 and 1 
mm. in length. For locali- 
sation of the tear, an 
electrolytic needle 3 mm. 
long is usually sufficient, 
unless the displacement 
of the retina is extreme. 
Shorter electrolytic 
needles, 1°5 mm. in length, 
are used for drainage of the 
inter-retinal fluid (Fig. 3). 

The position of the tear 
is surrounded by dia- 
thermy punctures 2 mm. 
apart (current 40 mA.) and 
these punctures may be 
earried back to the ora in 
suitable cases (Fig. 4). 


Before or after the appli- 1" 


cation of diathermy FIG. 8.—Fundal appearance in Case 1 
witb large cyst. (B) After treatment. 


(Fig. 5), localisation is 

checked by the introduc- 

tion of the 3 mm. electrolytic needle (current 
t mA.) for 1 sec. (Fig. 6) and examination of 
the vitreous for the presence of bubbles (Fig. 7). 
Should the localisation be accurate, the inter-retinal 
fluid is: then drained by repeated punctures with a 
1-5 mm, electrolytic point (current 3 mA.) (see Fig. 3). 
If sufficient fluid does not appear, a thicker needle 
may be used, or perforation by a longer diathermy 
point or even a galvanocautery. When the latter 
is used, a circle of superficjal cauterisation is made, 
through the centre of which the cautery is plunged. 
Repeated ophthalmoscopic examination should be 
made during the operation and, for this purpose, a 
sterile cotton gauntlet is used when holding the 
instrument, Finally, any divided muscle is sutured 
and the conjunctival edges brought into accurate 
position. Catgut sutures are used throughout. Gutt. 
atropine 1 per cent. and gutt. argyrol 20 per cent. 
are instilled and both eyes are bandaged, a metal 
shield being placed over the operated eye. 


A fter-treatment.—When the patient has returned to 
bed, the head should be so placed that the vitreous 
presses on the region of the tear. Only a light diet 
is allowed for the first four or five days. If the patient 
appears comfortable, the first dressing is not carried 
out until the 4th day and, should everything be 
satisfactory, the eye is then redressed every second 
day. A detailed fundus examination should not be 
made until the end of the first week. On the 14th 


Vitreous 


A 


FIG. 9 (Case 2) Bullous detachment; hole between disc and macula (shown also in Fig. 1) 
The small scars are from electrolytic punctures and the large from diathermy. 
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(A) Before operation; showing serous detachment 


day Lochbrille (opaque spectacles with a central 
opening) can replace the bandages. The patient is 
allowed out of bed on the 21st day and leaves hospital 
at the end of the month. Breathing exercises, active 
movements of the legs, and massage are useful 
during convalescence, but care must be taken to 
avoid excessive disturbance, especially during the 
third week. 


ILLUSTRATIVE CASES 


Two typical cases treated by this method may now 
be described. 

CASE 1.—A boy of 16. Loss of vision of right eye 
for one year. Typical serous detachment with a 
large cyst situated peripherally and an extensive 
disinsertion in the lower part of the fundus (Fig. 8 A). 
Treated by diathermy and electrolysis. Complete 
reposition of retina with collapse of cyst and oblitera- 
tion of the disinsertion (Fig. 8B). 

CasE 2.—A man of 59. Myopia of 20 D. Loss of 
vision of left eye for one month. Extensive bullous 
detachment below with a hole between the optic 
disc and the macula, shown diagrammatically in 
Fig. 9a. Treated by diathermy and electrolysis. 
The sketch shows the retina replaced and the hole 
closed (Fig.9B). The large diathermy scars and small 
electrolytic punctures can be seen in the figure. 

SUMMARY 

(1) A short appreciation 
is given of Gonin’s epoch- 
making work in treating 
detachment of the retina. 

(2) Various methods that 
I have tried during the 
last eight years are 
described. These include 
thermocautery ; galvano- 
cautery with fine points ; 
injection of chemical 
agents; diathermy sur- 
face coagulation ; perfor- 
ating diathermy ; electro- 
lysis ; and combined dia- 
thermy and electrolysis. 

(3) The combined dia- 
thermy and_ electrolytic 
B method is detailed, with 
the indications and contra- 
indications for operating. 
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(4) Two typical cases are reported, with illustra- 
tions, showing the type of scars produced by short 
diathermy and electrolytic points, and showing the 
use of the method where the tears are situated 
peripherally, or actually, at the posterior pole of 
the globe. 





DIET AND INTERNAL TREATMENT IN 
SKIN DISEASES * 


By F. F. 


HON. 


Hewrier, M.A., M.D., M.R.C.P. Lond. 


ASSISTANT PHYSICIAN TO THE DERMATOLOGICAL DEPART- 
MENT, THE GENERAL INFIRMARY, LEEDS; LECTURER 
IN DISEASES OF THE SKIN, LEEDS UNIVERSITY 


ANYONE who has been consulted by a patient suffer- 
ing from skin trouble knows that the question most 
frequently asked by the patient is ‘“‘ What must 
I eat?” or perhaps more often ‘‘ What must I not 
eat ?’’ To the lay mind a diet is essential for the 
treatment of skin diseases, and when the doctor fails 
to suggest one there are always numerous friends 
or relations ready to oblige with advice. It is clearly 
incumbent upon us as medical men to make up our 
minds whether this popular demand for a diet is well 
founded and, if so, what kind of a diet is desirable. 


Sometimes dietary restrictions are obvious both 
to the patient and the doctor, as when a patient 
gets urticaria every time he eats lobster or straw- 
berries. These are the simple and, unfortunately, 
the rare cases in which the forbidding of a single 
article of diet cures the condition. But we are on 
much more debatable ground when we are dealing 
with a case of eczema or a Job suffering from pruritus. 
I cannot discuss here all the conditions which come 
to the dermatologist but will confine myself to some 
of the more important and consider briefly the 
evidence gathered by experiment and from clinical 
experience as to the influence of diet. 


ECZEMA 

The first condition with which I must deal is 
eczema, the commonest of all the skin reactions that 
we meet. I would stress first of all that eczema 
is not an infection, it is not something implanted 
on the skin from the outside but is the result of 
some peculiarity in the individual himself. Admittedly 
external factors play some part in setting the process 
going but it is the state of the patient’s skin which 
is the real causé of the eczematous response. It is 
however very difficult to determine by biochemical 
or experimental methods exactly what this abnormal 
change in the patient’s skin is. Moreover, one is 
impressed by the fact that biochemical methods have 
often yielded diametrically opposed results in the 
hands of different workers. 

A typical example of such an investigation is the 
estimation of the alkali reserve of the blood. In 1928 
Barber and Oriel carried out a series of investigations 
on cases of eczema and concluded that there was a 
tendency in them towards an acidosis. On the other 
hand, Beckman (1930) thought that patients with 
the allergic type of eczema were inclined to store up 
too great an alkali reserve, pointing out among other 
things that in starvation, where there is an acidosis, 
allergic conditions generally tend to improve. Thus 
Barber and Oriel, and Beckman came to exactly the 
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opposite conclusions, Another approach to the same 
problem was that of Sulzberger and Mayer (1931), who 
investigated the influence of diet on the sensitisation 
of guinea-pigs to Neosalvarsan, They discovered 
that guinea-pigs on a winter diet easily became sensi- 
tised, but on a summer diet they were highly resistant. 
Further study showed that the summer diet was an 
alkaline diet while the winter fodder tended rather 
to produce acidosis, and this was the factor in the 
diet most concerned in controlling sensitisation. Thus 
Sulzberger and Mayer concluded that acidosis increased 
the irritability of the skin whilst alkalosis had the 
opposite effect. In this they agreed with Barber and 
Oriel. Such diverse results indicate that the problem 
is very complicated and that the sensitivity of the skin 
is not governed by a simple acid-base equilibrium. 
Another important chemical relationship in the 
mechanism of eczema is the balance of certain metallic 
ions, especially those of sodium, calcium, magnesium, 
and potassium. Here again many apparently contra- 
dictory investigations have been carried out, both of 
the actual quantitative relationships of these bodies 
in eczematous patients and also on the clinical results 
of their administration internally. Certain findings 
do appear to be based on fairly secure ground, and one 
such is that if large quantities of sodium chloride 


are taken internally they tend to aggravate 
eczematous conditions. For instance Miilzer and 


Sérenson- Petersen (1936) gave 15 grammes of common 
salt to patients with neurodermatitis and all their 
patients were made worse usually within 24 hours but 
anyhow at the most in 2—5 days; in these cases the 
itching became so severe that the salt had to be discon- 
tinued. Furthermore it is the sodium ion in the salt 
that is the offender and not the chloride ion. There 
is also evidence that calcium, magnesium, and 
possibly potassium have an effect antagonistic to 
that of sodium by preventing the itching and exuda- 
tion (Keining and Hopf 1935). The action of 
potassium is at times apparently antagonistic to 
sodium but at others it appears to antagonise calcium 
(Zitzke and Peters 1935). This latter action was 
also demonstrated by Klauder and Brown (1927) 
when they investigated a number of rabbits which 
they had divided into two groups according to whether 
their skin was easily irritated or not. In the skin 
of those which were easily irritated they found 
more potassium and less calcium than in the skin of 
the more resistant ones, This suggested that irrit- 
ability was associated with diminished calcium and 
increased potassium. Before we can draw any 
conclusions we must realise that many of these 
experiments are rather artificial and that different 
varieties of sensitiveness may depend upon different 
chemical factors. 

One further physico-chemical detail in the skin 
that I must mention is its fluid content. It has 
been shown that in eczema the skin has a higher fluid 
content than normally. Actually a higher fluid 
content occurs in the region of any inflammatory 
lesion, for example around an area of erysipelas. 
In eczema, however, this increase is found not only 
in the region of the lesions but also throughout the 
whole skin of the patient, showing that there is a 
general change in the patient and not simply a local 
lesion. Now it is possible to alter the fluid content 
of the skin by at least two methods. One is the 
giving or withholding of sodium chloride, which, if 
given in large enough doses, produces actual cedema. 
The other method is by a diet, for it is found that 
carbohydrates and fats increase the fluid in the skin 
whilst protein has the reverse effect. Finally, I 
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might add a third method, which is to vary the actual 
fluid intake of the patient. 

To summarise briefly what has been discussed 
above, one can say: (1) In eczema there is possibly 
a tendency to acidosis. (2) Excess sodium chloride 
favours eczema, the sodium ion being particularly 
important, whilst calcium, magnesium, and possibly 
potassium have the opposite effect. (3) Eczema is 
accompanied by a retention of fluid in the skin and 
this is promoted by carbohydrates and fats and 
opposed by proteins. It can also be affected by the 
total fluid intake of the patient. 

From a consideration of the above, one can put 
forward some suggestions for the treatment of a case 
of eczema. Alkalis should be given to combat the 
acidosis, provided that the alkalis contain no sodium 
ions, Sodium chloride should be completely avoided, 
and in its place should be taken a mixture containing 
calcium, magnesium, and potassium. Personally 
I employ a mixture with the following formula :— 

Calcium lactate 

Magnesium chloride 

Potassium chloride, aa 10 gr. 

Aqua chlorof, ad. $ oz. 
t.d.s./p.c. 


Fluid should be restricted to a moderate amount 
though not so as to cause thirst. Finally the diet 
should contain the minimum of carbohydrates and 
fats but should have a high protein value. Particu- 
larly to be avoided are sugar, jam, marmalade, 
honey, sweets, pastries, rich cakes, puddings, soups, 
fats, pork, bacon, sausages, excess potatoes, strong 
tea, coffee, beer, and wines. Plenty of lean meat 
should be eaten, liver at least three times a week if 
possible, and plenty of salads, fruits, and fresh 
vegetables. Milk is the best drink and is valuable 
not only for its protein and vitamins but also for its 
calcium, No salt should be taken and all cooking 
should be done with the minimum of salt to make the 
food palatable. 


Before leaving the subject of eczema I want to say 
that in my opinion very few, if any, cases of eczema, 
with the possible exception of some cases of infantile 
eczema, are caused by specific food substances. I 
have yet to see a case of eczema in which the exclusion 
of one individual article from the diet has cleared 
up the condition, in contrast, I might add, to many 
cases of urticaria. Infantile eczema is a possible 
exception to the above and many dermatologists, 
especially in America, believe that some ingested 
or inhaled agent is the cause of most cases. One of 
their chief arguments is that if one tests these 
children against specific proteins such as egg-white, 
by the intradermal test, many of them give positive 
results. But many of these children react to 
substances with which they have never been in 
contact, so that it is hard to see how these substances 
can have caused the eczema. Moreover if one with- 
draws from the diet the substance to which they react, 
the children do not necessarily get better, whilst on 
the contrary they may get better even when continu- 
ing to take the said substance (Woringer 1930). 
In other words, although they give a positive intra- 
dermal reaction to a given protein, this is not 
necessarily the cause of their eczema. It seems more 
probable that these children have a highly reactive 
skin and that one indication of this is that they get 
eczema, and another, possibly quite independent, 
indication is that they give positive intradermal 
tests to one or more foreign proteins. I must admit 
that occasionally one meets children who do appear 
to be irritated by specific foods, such as eggs, or, 
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as in a case which I saw recently, tomatoes ; possibly 
the primary irritability of the skin in these cases is 
caused by a reaction more closely allied to urticaria 
than eczema, the latter being a secondary, super- 
added manifestation due to external friction. One 
can, therefore, occasionally help matters in cases 
of infantile eczema by searching for such substances 
and by excluding likely things from the diet in 
rotation though in actual practice one is not often 
successful. In those cases where the exclusion of 
a single article of diet has helped, this has usually 
been so obvious that the mother has already known 
about it. In the majority of cases specific dietary 
restrictions do not appear to help, 


URTICARIA 


I turn now to urticaria, which is a rather simpler 
subject than eczema, It is supposed that when 
the correct antigen gets into the circulation, it unites 
with the specific antibody in the dermis and the 
combination of antigen and antibody leads to the 
release of the H-substance which in turn produces 
a weal, But if we investigate a series of patients 
with urticaria in order to find what specific 
protein or other body is causing the urticaria, 
we shall discover that in only a certain proportion 
can such a body be found. Thus for example 
Hopkins and Kesten (1934) investigated 214 cases 
with great care, and in only 12 were they able to find 
a definite substance which when taken by the mouth 
produced weals or the exclusion of which caused the 
urticaria to disappear; in 34 more, food was thought 
to be a probable cause. In the larger remaining 
group alimentary factors did not appear to play a 
part. These cases are those that develop urticaria 
when they are nervous or when they get hot or 
after exercise, &c. There are thus two groups of 
people suffering from urticaria, one in which a 
definite alimentary cause is present, and one in which 
it is not. 

How therefore should we deal with a case 
of urticaria? I suggest first of all a thorough 
investigation of the patient’s diet; he should keep 
a diary,on one page of which he should put down 
everything he eats and on the opposite page whenever 
he gets an attack. He can also have intradermal 
tests with things he commonly eats. If this does 
not give any help and his condition is severe, he should 
be put on an almost starvation diet consisting only 
of milk until his urticaria subsides. Then he should 
have gradual additions to his diet and perhaps one 
may find that following the ingestion of a specific 
substance his urticaria will break out again. In a 
proportion of cases one will be successful in this way 
and by simply banning a certain food one will cure 
the patient. This method has been worked out to 
an extreme degree both for urticaria and eczema 
by Urbach of Vienna (1932). He maintains that in 
both these conditions he can usually isolate a protein 
to which the patient is sensitive ; from it he produces 
a simpler body which he calls “ a specific polypeptide.” 
This he administers an hour before the meal at 
which the protein is to be taken and he claims in 
this way to desensitise the patient. But his work, 
especially in cases of eczema, has not been fully 
confirmed elsewhere and h*s successes have been 
attributed by others to the severity of the restrictions 
of his diet (Zitzke and Peters 1935). Without going 
as far as Urbach with his specific polypeptides, 
I think one can sometimes help a case of urticaria 
by giving non-specific peptone half an hour before 

meals, 
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But despite all one’s trouble in searching for a 
specific protein, one will be left with a large group 
of patients whose urticaria appears to be due simply 
to the fact that the H-substance in their skin is more 
readily liberated than in the normal person. Such 
patients, I am sure, should not be encouraged to 
fix their attention continually on their food and to 
become dietetic faddists. Can anything be done 
for these patients from a dietetic point of view ? 
Unfortunately not very much but certain drugs may 
help such as calcium, and also general sedatives like 
bromides and Luminal; I have also obtained some 
successes with heavy doses of iron as advocated by 
Chevalier and Moutier (1936). There are of course 
other forms of treatment such as autohwmotherapy 
but they do not fall within the scope of this article. 

Papular urticaria of infants or strophulus deserves 
special mention as it is sometimes attributed to 
the child’s diet. In Hallam 


1932 reported some 
interesting experiments on this condition. He took 


a number of children suffering from strophulus into 
hospital ; they recovered at once without treatment 
but relapsed immediately they returned bome. If 
he fed them in hospital on food which they had sent 
in from their own homes no spots appeared. On 
the other hand if the children went home they 
developed lesions even when the food was obtained 
from the hospital. It is clear, without going further 
into these investigations, that the papular urticaria 
was independent of any food factor and that there 
appeared to be something in the home surroundings 
which was the determining cause of the eruption, 

There is however evidence that in given surround- 
ings a child is more liable to strophulus if it is on a 
diet containing excessive amounts of carbohydrates 
(Tate 1935), whilst, on the contrary, the administration 
of alkalis seems to have a beneficial effect. Actually 
in practice most cases of papular urticaria respond 
to a diet in which the carbohydrates have been 
reduced, together with a simple rhubarb and soda 
mixture before meals, 


PSORIASIS 


I will now refer briefly to one or two conditions 
which have recently been tackled along dietetic 
lines, The first of these is psoriasis. In 1933 
Griitz and Biirger noticed that there was an increase 
in the lipoid and cholesterol content of the blood 
in patients suffering from psoriasis and that, on giving 
cholesterol in olive oil by mouth, there was a smaller 
rise in the blood cholesterol of psoriatics than of 
normal patients, This suggested that there was an 
abnormality in the fat metabolism in psoriasis and 
they therefore recommended a low-fat diet. They 
endeavoured to reduce the fats to less than 20 grammes 
a day by eliminating fats, oils, cream, butter, cheese, 
yolk of egg, &c.; this is not very difficult and the 
patient can remain on the diet for an indefinite time 
without losing weight. With this method they claimed 
good results and, though it did not cure patients 
without additional local treatment, it helped materially 
and kept them clear once the lesions had disappeared. 
However, though some cases that have improved 
have been reported in this country (Semon 1935), 
on the whole the results have been disappointing. 
Recently Rosenfeld and Krasnow (1937) in America 
published a paper in which they were completely 
unable to confirm Griitz’s results; in fact they con- 
cluded that the fat in the blood of psoriatics was, if 
anything, reduced in amount. Possibly the good 
results obtained in Germany are associated with the 
high content of fat that the German diet normally 
contains, 
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SKIN TUBERCULOSIS 


Another condition which has recently been treated 
on dietetic lines is tuberculosis of the skin. The 
originator of this diet was a German practitioner 
called Gerson and the diet has been modified since 
by Hermannsdorfer and Sauerbruch. Gerson (1934) 
believes that his diet will cure all forms of tubercu- 
losis, including pulmonary tuberculosis. His original 
diet was characterised by a complete absence of salt 
but the diet has become modified so that now the 
essential feature which is stressed is that the food 
should be uncooked though salt is still excluded. 
Saltless food together with raw vegetables, &c., is 
apt to be very unappetising, and even Gerson found 
that many of his patients would not, or could not, 
take the diet. Even with the modified diet, the patient 
can only eat a small amount at each meal, so that 
these have to be numerous, sometimes as many as seven 
a day (Jesionek and Bernhardt 1930). The meals 
consist largely of raw fruit, raw vegetables, eggs, 
butter, and a little meat, milk being also allowed. 
With a certain amount of ingenuity these can be 
made into a fairly palatable mixture by mincing 
them up finely, but it is necessary to watch the 
patients to be sure that they are sticking to the diet 
and generally speaking it can only be used on patients 
in hospital. 


PYOGENIC INFECTIONS 


One is frequently asked if a diet is of value in 
certain other infections of the skin, particularly in 
chronic pyogenic infections such as recurrent boils. 
The sterilising power of the skin is partly due to the 
character of its secretion; this can be altered to 
some extent by diet so as to make the skin a less 
pleasant place for staphylococci. It is well known 
that diabetics are liable to have boils; it is probable 
that this is not due so much to a lowered resistance 
to staphylococcal infection as to the relatively 
high concentration of carbohydrate in the skin which 
allows the organisms to flourish. This explanation 
is not accepted by everybody and recently Pillsbury 
and Sternberg (1937) have carried out some interesting 
experiments on the relation of carbohydrates to 
infection. They took four series of dogs and fed 
one on a high-carbohydrate diet, one on a low-carbo- 
hydrate diet, one with a large amount of fat, and the 
last on a more or less starvation diet. They then 
injected staphylococci intradermally and found that 
in general the infection was more severe with the 
high-carbohydrate diet thap with any of the others. 
This suggests that a high-carbohydrate diet diminishes 
the resistance of dogs to staphylococci, but of course 
an intradermal injection is an artificial way of infect- 
ing the skin and findings in dogs are not necessarily 
applicable to human beings. There is sufficient 
evidence, however, of the predisposing effect of carbo- 
hydrates to staphylococcal infections to warrant a 
definite limitation of carbohydrates in people suffer- 
ing from chronic boils, &. It is amazing how much 
sugar many people take simply in their tea and the 
mere forbidding of sugar is a useful prohibition 
that can be supplemented by banning potatoes, 
sweets, pastries and excess bread, &c. 


ACNE 


A similar problem is presented by acne vulgans. 
Acne is an infection by organisms which are almost 
always present on the face of the young adult. It is 
only when the secretion of the glands alters in some 
way that the organisms can really flourish. The 
ideal way of treating acne would be with some glandular 
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extract which would change the nature or the amount 


of the sebum so that the acne bacillus could not 
grow; at the present time we are trying to do this 


in Leeds with male hormone but our experience so 
far is not wide enough to allow us to draw any con- 
clusions. Apart from this the most important thing 
is the local treatment, which should aim at removing 
the grease from the face and destroying the organisms. 
Vaccines could not be expected to alter the sebaceous 
secretion of the face and have proved on the whole 
disappointing. On the other hand the character of 
the sebum can be altered by the food taken, fats 
especially having this action. Moreover the patient 
can sometimes indicate certain definite foods which 
aggravate his acne, the most frequent of these being, 
in my experience, pig fat—i.e., bacon, ham, and pork. 
Carbohydrates and starchy foods are also usually 
condemned, the list of prohibited articles including 
chocolates, white bread, cakes, pastries, &c. This 
is not accepted by all, and Crawford and Swartz 
(1936) studied 10 cases of acne whom they put on a 
high-carbohydrate diet supplemented by daily intra- 
venous injections of 1000 c.cm. of a 5 per cent. solution 
of glucose. None of these got worse and 
5 improved considerably, so much so that they even 
advocated a high-carbohydrate diet for treatment. 
Still, despite this, I believe with the lay public that 
the girl who eats lots of chocolates and cakes will 
tend to have a spotty face, and I think that these 
should be banned together with excessive fats in all 
cases of acne, 


cases 


SEBORRHEA 


From acne it is a short step to the difficult subject 
of seborrhwa, Some people have an excess of grease 
on their skin particularly about the scalp and face 
and this makes their skin unduly vulnerable, not 
only because of the greasiness itself which favours 
the growth of organisms but also because irritating 


dusts are more likely to cling to a greasy skin. The 
exact cause of seborrhwa is not known, but it is 
obviously connected with endocrine activity and 


possibly the time will come when we shall be able 
to control seborrhea with a glandular preparation. 
An excessive intake of foods of all kinds certainly 
aggravates seborrhwa which is more obvious in fat 
people than in thin ones. The dietetic treatment 
of seborrhe@ics should be directed towards cutting 
down the total calories and reducing the patient’s 
weight. This can be done best by limiting the 
carbohydrates and fats, which means a diet very 
similar to the eczema diet to which I referred above. 
Fluids also should be taken sparingly and beer and 


wines absolutely forbidden; generally speaking 
the diet should be plain, and stimulating foods 


should be avoided. 
ROSACEA 


The last condition to be mentioned is rosacea, 
Flushing of the face is often clearly associated with a 
gastric disturbance, but the actual gastric factor 
responsible for this unsightly redness is not known 
with absolute certainty. It was thought some years 
ago that it was achlorhydria, but more recent studies 
have shown that the percentage of cases of rosacea 
with notably reduced acid is only about 30 per cent., 
which is no higher than in a control group of patients 
of the same age (Brown, Smith, and McLachlan 
1935). Gastric symptoms however are present in 
three-quarters of cases of rosacea and careful X ray 
examinations have shown that flushing is almost 
always associated with a motor disturbance of the 
stomach. The most common abnormality is hypo- 
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tonia and dilatation of the stomach. From this we 
can say that the dietetic treatment of rosacea must 
aim at avoiding gastric upsets and especially dilatation 
of the stomach. Large meals should be banned and 
the patient should not eat when he is tired; thus it 
is a good thing for a patient to sit down for half an 
hour before his meal when he comes in from work 
instead of eating at once. Certain articles of diet 
appear to be particularly harmful and should be 
excluded. These include tea, especially when hot 
and strong, alcohol, and strong coffee, white bread 
which tends to produce large, doughy, indigestible 
masses in the stomach and which should be replaced 
by thin toast or Ryvita, also stodgy foods such 
as suet and other puddings and an excess of potatoes. 
The patient should take small meals and should not 
drink much fluid with the meal. It is a curious 
thing that hydrochloric acid seems to benefit many 
cases of rosacea even when there is an adequate 
amount of acid in the stomach, as shown by the test- 
meal. Possibly it improves the tone of the stomach 
and it is well worth trying hydrochloric acid in any 
case of rosacea. In addition to acid, which should 
be taken in water with meals, a stomachic mixture 
containing soda bicarbonate and rhubarb should 
be drunk half an hour before meals. 


EFFECT OF VITAMINS 


One last word about vitamins—what effect have 
they on the skin? Marked deficiency of certain of 
them produce well-known conditions such as pellagra 
with its erythematous and pigmentary changes and 
purpura in scurvy. But apart from these well- 
defined syndromes, other changes are attributed 
rightly or wrongly to hypovitaminosis. Lack of 
vitamin A causes xerophthalmia, but also a roughening 
and dryness of the skin due to a follicular hyper- 
keratosis. These changes have been observed in an 
extreme degree in China where there is gross under- 
nutrition, and less severe cases have been recorded 
in this country. Further Mackay (1934) has investi- 
gated a group of poorer class babies fed on their 
normal diet and compared them with babies fed on 
the same diet together with a supplementary dose 
of vitamin A. The incidence of napkin dermatitis, 
intertrigo, &c., was very much higher in those children 
who did not receive the extra vitamin A; this 
suggests that the average poorer class baby may be 
suffering from some degree of vitamin-A deficiency, 
which makes its skin more susceptible to irritation. 
Lack of vitamin B is of course associated with pellagra, 
which I cannot discuss here. Vitamin B is found in 
large quantities in yeast and this has a reputation 
for curing boils. I have never been able to satisfy 
myself that it does much good. 

The skin is remarkably rich in vitamin C, which 
seems to play an important rdle in its nutrition. 
Gross lack of this vitamin produces purpura, but a 
lesser degree of deficiency can also have effects on 
the skin and can lead to a dryness and a follicular 
hyperkeratosis which makes the skin feel like a 
nutmeg-grater. It is possible that many infants 
are suffering from some degree of vitamin-C deficiency 
which makes them more susceptible to skin affections. 
I think it is important, therefore, from the dermato- 
logical point of view, that all infants should receive 
adequate amounts of fruit juice. Vitamin D is 
produced by the action of sunlight on the skin and is 
supposed to aid the cutaneous defences. 

It is easy to determine the effects of gross deficiencies 
of vitamins but I am sure that we do not yet know all 
the influences that vitamins have on the skin. It is 
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possible that abnormal states, such for example as 
seborrheic eczema, may be favoured by or associated 
with an insufficient supply of vitamins. In the 
small series of cases of seborrhea which I have so 
far investigated by the dark adaptation test for 
vitamin A, this has been deficient in a striking 
proportion of patients. In some instances the failure 
may be in the absorption from the gut rather than 
in the diet, so that on an apparently adequate intake 
the patient may still not get enough vitamins. Without 
therefore knowing all the exact actions of vitamins, 
it is probably a sound thing to give patients suffering 
from skin diseases plenty of them. 

CONCLUSION 

I have confined myself chiefly to diets together 
with a few drugs which act in conjunction with these 
diets. There are of course other drugs that have an 
action on the skin, but I will not deal with these 
beyond saying that the most useful drugs in dermato- 
logy are sedatives such as bromides and luminal, which 
should always be given in adequate doses. I have 
not mentioned local treatment nor the important 
psychological aspect of dermatology, but have 
merely attempted to outline one side of the treat- 
ment of skin diseases which cannot be neglected if 
we are to deal with our cases properly. 


I would like to acknowledge the debt that I owe to the 
teaching of Dr. H. W. Barber of Guy’s Hospital while I 
was working in his department. 
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From a lecture on medicine delivered at the Theatre 
of Anatomy and Medicine, Webb-street, Southwark, 
by Dr. Marshall Hall, F.R.S. 


GENTLEMEN :—My last lecture has given you a good 
idea of the treatment which you are to expect if any of 
you should make a decided improvement in our profession. 
Such an event will not, at the first at least, add to your 
happiness ; it will, on the contrary, raise up a host of 
detractors,—reviewers, and the editors of reviews and 
journals, &c., who will not hesitate to insinuate, nay, even 
to assert, the most unfounded charges. Be not discon- 
certed, however, at these things; pursue the path of 
investigation, and of truth and honour, and these vipers 
will find at last, in your case, as in mine, that they do but 
bite against a file. 


DR, WALLACE ROSS: 
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oy ANOREXIA NERVOSA 


WITH SPECIAL REFERENCE TO THE 
CARBOHYDRATE METABOLISM 


By C. WALLACE Ross, M.B. Melb. 


CAROLINE HARROLD RESEARCH FELLOW, UNIVERSITY OF 
BIRMINGHAM * 


THE essential clinical facts of anorexia nervosa 
were clearly expressed in the terms of his period 
by the first English writer on the subject, Richard 
Morton (1694). In the chapter “Of a nervous 


consumption ”’ in his Phthisiologia one may find the 
following passages :— 
‘“ 


... the Pathognomonic Signs . . . are a decrease 
of the Patient’s Strength, and a loss of Appetite, 
without any remarkable Fever, Cough, or shortness 
of Breath, though in the progress of the Distempe1 
there is some difficulty and trouble in breathing to 
be observed, as it uses to happen to all those who are 
under a great Weakness. ... 

‘The immediate cause of this distemper I appre- 
hend to be in the System of the Nerves, proceeding 
from a Preternatural state of the Animal Spirits, 
and the destruction of the Tone of the nerves; where- 
upon I have used to call this a consumption in the 
Habit of the Body. For as the Appetite and 
Concoction are overthrown by the weak and infirm 
tone of the Stomack, so also the Assimilation, the 
Fermentation, and Volatilization of the Nutritious 
Juice are hindred in the whole Habit of the Body 
from the distemper’d state of the Brain and Nerves. 

**The Causes which dispose the patient to this 
disease, I have for the most part observed to be 
violent Passions of the Mind, the intemperate drink- 
ing of Spirituous Liquors, and an unwholesome Air, 
by which it is no wonder if the Tone of the Nerves 
and the Temper of the Spirits, are destroy’d.”’ 


Although there has been no significant challenge 
to this psychogenic view of the disorder, there have 
been various suggestions of a pituitary element. 
The purpose of the present paper is to point out that 
the abnormalities of carbohydrate metabolism, on 
which some of these suggestions are based, are in 
fact those of inanition, and can be rendered normal 
by giving a satisfactory diet or by the administration 
of certain liver preparations. 


CASE-HISTORY 


A girl aged 12 was admitted to hospital on 
April 7th, 1937, under Dy. A. V. Neale, with the 
history that she had lost her appetite apparently 
because of worry resulting from seeing her grand- 
mother ‘‘ in a seizure ’’ (due to cerebral thrombosis) 
some six months previously. She had of late found 
her schoolwork difficult and oppressive, and was often 
in tears. Her food intake had almost ceased. She 
complained that if she ate anything she at once 
felt sick, and in fact often vomited when persuaded 
to eat a little. 

She is by eleven years the youngest in a family 
of eight. Two others died of infectious disease in 
early childhood, but the remaining five were all 
mentally and physically sound, and married. The 
home is quite normally constituted, though the 
parents are rather over-solicitous, and the environ- 
ment is of a peculiarly depressing industrial character. 

On admission she was grossly emaciated, weighing 
only 48 lb. but no organic abnormality was found. 
The skin had a strikingly waxy appearance. She 
was tearful, desperately anxious in expression, and 
would speak only in a whisper, and that reluctantly. 


* Working at the Children’s Hospital, Birmingham. Th« 
expenses of this work are defrayed from a grant made by the 
Medical Research Council 
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Appetite was quite absent, and was not improved 
by giving Ryzamin, 2 grammes daily (equivalent to 
100 international units of vitamin B,) for ten days. 
After five weeks, further treatment was refused, 
and she was taken home unimproved. On August 6th, 
having been seen by an outside consultant who 
apparently diagnosed a hopeless endocrine failure, 
she was readmitted under the care of Prof. K. D. 
Wilkinson. The condition had greatly deteriorated 
and she now weighed only 39 Ib. There were, 
paronychial infections and a _ gross autophytic 
dermatitis of both thumbs and indices resulting 
from incessant nervous movements of the one upon 
the other. Fig. 1A depicts her distressing condition 
at this time. She was desperately home-sick and 


the successful 
handling of the 1A 
case called for 
the highest 


qualities in the 
nursing staff 
concerned. 
Treatment,— 
During the en- 
suing few weeks, 
while the food 
intake remained 
minimal, an 
investigation 


of the carbo- 
hydrate meta- 
bolism was 


undertaken. 
This included 
oral and intra- 
venous glucose- 
tolerance curves 
and insulin de- 
pression curves 
carried out both 
in the natural 
state and after 
the administra- 
tion of liver 
preparations. 
The curves 
obtained are 
detailed in Figs. 
4, 5, and 6 and 
explained in 
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anticipation, and in her new environment the gain 
of weight was resumed so that in fifty-three days 
from the increase of diet she had gained 27 lb. on an 
original weight of 40 lb.—about 1} per cent. per day. 
At this time she was not easily recognisable, as a 
comparison of the photographs in Fig. 1 will show. 
The patient has recently been seen again, after 
three months at home. She now weighs 74 Ib. 
(Crozer Griffiths’ normal for her age is about 79 Ib.) 
and is in perfectly normal health. She is a little 
shy, but quite devoid of abnormal mental signs. 
THE ENDOCRINE VIEW 
The essential features of this case seem to be the 
close resemblance of the changes found in glucose 
tolerance and 
IB insulin sensi- 
tivity to those 
produced by 
starvation or 
carbohydrate 
deprivation in 
normal subjects, 
and the restora- 
tion of virtual 
normality when 
adequate food 
was taken. 
These two facts 
alone—that the 
whole condition 
ean be closely 
simulated by 
starvation, both 
clinically ~ and 
biochemically, 
and that com- 
plete cure can 
be produced by 
attention to 
nutrition—seem 
sufficient to 
dispose of any 
necessity to in- 
voke an endo- 
crine machinery. 





the discussion Nevertheless, it 
which follows FIG. 1.—The patient aged 12. (A) Before treatment (weight 40 Ib.). (8) After will be of 
In a word, it Ee Sees ree interest to con- 
will be seen sider some of 


that the original condition showed impaired glucose 
tolerance and insulin sensitivity, which was restored 
to, or towards, normal when liver extract (Campolon) 
was administered. Liquid extract of liver was then 
given, 1 fl. oz. by mouth daily for fourteen days, 
the diet being held constant although the appetite 
improved, It will be seen on consulting the weight 
chart (Fig. 2) that there was no gain during 
this period. Three ounces of malted milk powder 
(chosen for its high carbohydrate content and ease 
of administration) were now added to the daily diet. 
and a gain of weight at the rate of approximately 


1 per cent. per day was immediately apparent. 
After an observation period the food was left 
uncontrolled, and a greatly increased mixed diet 


was taken with avidity. A final intravenous glucose- 
tolerance test done after twenty days on full and free 
diet was normal, and the liver was discontinued. 


Progress.—During this period of weight gain there 
was a most gratifying change in the child’s demeanour, 
Though still extremely reticent, she now strolled 
about the ward and made friends with some of the 
other children, and was even seen to laugh with them. 
Accidental discovery of the fact that she was to 
be transferred to a convalescent hospital, however, 
worried her very much, and in two days she lost 
2 1b. Realisation proved more pleasant than 


the reasons that have been adduced for suspecting 
an endocrine disturbance. 

Amenorrhea has given rise to a great deal of 
discussion, for it is a common and important feature 
of the condition. We have no observations to offer 
in this case, since the menses were not established. 
Ryle (1935) regards the amenorrhea as a “ parallel ”’ 
symptom. Since it may certainly antedate the 
anorexia, and since amenorrhea is not uncommonly 


seen in severe emotional and mental disorders, 
there seems no reason to question this. Again, 


Sheldon (1937) quotes from Cornish (1879) a clear 
description of this symptom in Indian famine condi- 
tions. In all probability, therefore, amenorrhea 
can arise either directly or as a consequence of wasting, 
independently of any special endocrine disorder. 
Attempts at slimming, particularly by plump or 
obese adolescents, provide a fairly common cause 
of anorexia nervosa. It has of course been suggested 
that the very plumpness of these cases is possibly 
of pituitary origin. Even if this be so, the pituitary 
is hardly implicated as a cause of anorexia. As [ 
shall later emphasise, starvation itself commonly 
leads to anorexia, Certain workers on obesity have 
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even commented to me upon the rather morbid 
disposition of many of these patients, which they 
incline to regard as an evidence of endocrine disorder. 
Such an interpretation seems hardly justified, for 
no one who has tried for a period the diets commonly 
used for slimming will doubt the provocation these 
patients are under. 

Hirsuties, or an “overgrowth of downy hair 
on the trunk and limbs” are considered by Ryle 


(1937) to be important stigmata in some cases, . 


though he by no means endorses any assumption that 
such cases are of pituitary origin. Of eight cases 
of which I have taken note, only one showed this 
sign. This was a case of pituitary basophilism, in 
which the anorexia clearly followed upon prolonged 
worry because of incapacity to work, this being due 
to severe headache. One wonders whether in other 
hirsute cases some endocrine disorder may not have 
led to Morton’s ‘“‘ distemper’d state of the brain and 
nerves,”’ and so to anorexia. 

Depressed basal metabolism is a common feature 
of these cases. It has been regarded as difficult 
of explanation (Sheldon 1937) because of the reckless 
expenditure of energy to be observed in some cases. 
I have not been able to discover, however, that such 
a disposition has ever been found actually coupled 
with a lowered basal metabolism. Those cases 
known to me in which the metabolism has been 
estimated and found low have all been of a markedly 
indolent type, at least so far as concerns physical 
activity. 

Disturbances of carbohydrate metabolism have 
received: a good deal of attention. Unfortunately the 
methods employed have not always been beyond 
eavil. Sheldon (1937) reported three cases in which 
oral glucose-tolerance curves were done. In two 
of these, early curves were of a flat type while later 
ones were high and failed to fall in standard time ; 

the third was 
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FIG. 2.—Weight chart, covering both Pitultary 
periods in hospital. ‘black out’ 

of psycho- 

logical origin.” More recently (1938) he has con- 
sidered that such an endocrine view is not necessary 
to explain the glucose-tolerance curves, the peculi- 
arities of these being of dietary origin. While 
agreeing entirely with this last conclusion, it is 
necessary to take exception to the curves upon 
which it is founded. As I have already stated in a 
letter (Ross 1938), a good deal of work on children 
has convinced me that oral glucose-tolerance curves 
are subject to two variable factors so important as 
to render them useless except as sidelights upon 
intravenous curves—namely, the rate of passage of 
the test-dose from the stomach into the intestine, 
and the rate of absorption of sugar from the intestine. 
The errors introduced by the latter are well illustrated 
in celiac disease, some cases of abdominal tuber- 
culosis, and chronic intestinal indigestion (Ross 
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1936a, b, and c). The variability of the former 
in conditions of debility is suggested by the curves 
shown in Fig. 3, all of which were derived from the 
same patient—a case of very chronic cardiac failure— 
within a week, the clinical condition being quite 
unaltered. It is probable that the flat oral curves 
recorded in anorexia nervosa and in many other 
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FIG. 3.—Three oral glucose-tolerance curves obtained from 
a case of chronic cardiac failure in the course of a week, 
showing variability of the results. The clinical condition was 
unaltered. 


conditions should be disregarded. The true state 
of tolerance is rather reflected in the high curves 
obtained when occasionally the stomach empties 
normally. 

Intravenous curves of course avoid both of these 
sources of error, and give very satisfactory results 
provided they are carried out under carefully controlled 
conditions. Sheldon (1938) did such a curve on 
his case, but unfortunately used as a control a curve— 
obtained from a “surgical convalescent ’’—which 
was by no means normal, so being led to deem the 
tolerance in his case supernormal, whereas it is in 
fact definitely impaired, as is usual in such cases, 

The intravenous curves in the case here reported 
are shown in Fig. 4. The line representing the 
patient’s natural state is of the “‘ humped” type— 
showing a change in the rate of removal of sugar 
from the blood—often seen in fairly acute carbo- 
hydrate deprivation. The corresponding oral curve 
is the solid line in Fig. 5, while the relative insensitivity 
to insulin (Himsworth 1935{f is shown by the solid 
curve in Fig. 6. This last should be compared with 
the curves, in Fig. 7, obtained from a normal subject 
when on a normal diet and after withholding carbo- 
hydrate. From the point of view, then, of glucose 
tolerance and insulin sensitivity, the case closely 
resembles simple inanition. 

Following upon the work already done in the 
inanition consequent upon defective absorption 
(Ross 1936a, b) the effect of liver preparations 
on this state of impaired glucose tolerance and 
insulin sensitivity was investigated. The tests already 
detailed were al] repeated, firstly after an immediately 
preceding intravenous injection of campolon, and 
again after prolonged oral administration of liquid 
extract of liver. It will be seen by reference to 
Figs. 4, 5, and 6 that there was in each either a 
restoration of normality or an approach thereto, 
as I had previously found in other conditions. 

Finally, the intravenoug glucose-tolerance test 
was repeated when the patient had taken a normal 
diet for twenty days. It was again normal. 
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THE BASIS OF ANOREXIA 6 7 
Recognition that the metabolic abnor- ' — 





malities found in anorexia nervosa 
due to inanition and are abolished by 
proper nutrition, leads naturally to a 


90} 
: ; : . : 
consideration of the mechanism by which a * 


are 


. 
. ‘ Patient _ 
. \ L ‘ 
* \ 


Norma! Control 


8 . 
LK, ~ ™ / 


~ / 




















these same abnormalities lead to a con- &% os ey 7 \\/ calioen 
tinued anorexia, physiological rather than — 8 yo} ie he 4+ + \ - 
nervous. The normal desire for food g | ‘. "es . . 

appears to comprise two distinct and 60} , i - » * . 4 
perhaps equally important sensations ——_ N\ aa a ie diet 
hunger, which ‘‘is unpleasant, an empti- 50} eae rs L : 

ness or craving resulting from an undue re 

abstention from food, at times akin to oo Nae! 

nausea, and at times even a painful - Ge a ee coe aie . 6 a ao EM 


sensation,” and appetite, which is ‘a 
desire or readiness for food . . . customarily 
regarded as a pleasant sensation ” (Ryle 
1935), and based to a _ considerable 
extent on the memory of previous 
pleasurable experience. While appetite 


is thus largely a psychological matter, hunger . is 


more truly physical, although subject to mental 
interference, as for instance by disgust arising 
from a revolting sight or odour. Its precise 
mechanism is not wholly clear; but a good deal can 
be said with confidence. Cannon and Washburn 


(1912) showed by direct experiment that the belief 
expressed by Weber (1846) was substantially correct 
-that “‘strong contraction of the muscle-fibres of 
the wholly empty stomach, whereby its cavity dis- 
appears, makes a part of the sensation which we 
call hunger.” It was further shown that after a 
few days of fasting, hunger contractions cease— 
a fact in keeping with the widely reported experiences 
of hunger-strikers, and others of equally sturdy 
resolution. Further, although I have characterised 
appetite as being largely a psychological matter, it 
is a subject of common observation by radiologists 
that a poor appetite is very often accompanied by 
low gastric tonus. In 1924 Carlson and Bulatao, 
and Dickson and Wilson showed that the hunger- 
pains accompanying the fall of blood-sugar brought 
about by injecting insulin are accompanied by gastric 
contractions of the normal type. The latter workers 
found a blood-sugar value of 70 mg. per 100 c.cm. 
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FIG. 6.—The patient’s natural state : 
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INSULIN DEPRESSION CURVES (4 units intravenously) 


after intravenous campolon (3 c.cm.); 
and after 12 days on an ora! liver extract 


FIG. 7.—A comparable norma! subiect. 


at a time when hunger was really acute. In my own 
series of administrations of insulin to children, about 
three-quarters have complained of severe hunger 
when the blood-sugar level was from 84 to 66 mg. 
per 100 c.cm. Quigley, Johnson, and Solomon 
(1929) repeating similar work to that of Carlson, 
found that the gastric hyperactivity following upon 
the administration of 10-12 units of insulin was 
effectively stilled by giving glucose, but not by giving 
carbohydrate-free foods. 

It seems clear, then, that there is a relationship, be 
it causal or coincident, between the gastric manifesta- 
tions of hunger and a fall in the blood-sugar level, 
and it would be strange if it were merely coincident. 
If it is causal, then a reasonably rapid fall of alimentary 
hyperglycemia back to the fasting level is necessary 
for the regular recurrence of hunger; and this fall 
we know is dependent upon a reasonably good 
glucose tolerance. Partial starvation at once leads 
to impaired glucose tolerance, so that meagre and 
inadequate meals lead to prolonged periods of satiety. 
If for any reason, then—be it psychological, emotional, 
or physical—a patient refrains from taking sufficient 
food, particularly carbohydrate, it is not surprising 
that hunger should fail after a few days. This 
conception seems applicable to a 
number of conditions other than 
anorexia nervosa. The anorexia of 
early convalescence, the indiffer- 
ence to food often seen in under- 
nourished babies or those which 
by diarrhea and vomiting have 
suffered acute starvation, may all 
be susceptible of a similar explana- 
tion. Perhaps, too, it is a link in 
the chain of events that explains 
the ‘difficult feeder’? among 
children. Certainly in various 
absorptive diseases the exhibition 
of liver and the restoration thereby 
of normal glucose tolerance has 
often been observed to revive 
appetite and the sense of well- 
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of campolon intravenously ; 


—Oral (30 g. in 20 per cent. solution in water). 
campolon. 


-Intravenous (10 g. of glucose in 20 per cent. solution in normal saline given 

i was 
(b) after liver extract 
(c)*when diet had been normal for 20 days. 


Before and after intravenous 





Oh a ah cglhieshnipabbonmbamnaitiont 


being in a remarkable manner. 

It was upon such reasoning that 
liver extract was used, in the case 
reported, to restore hunger. As 
shown in the various curves, it 
had a definite effect in improving 
glucose tolerance and insulin sensi- 
tivity, whether or not the view 
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that it contains the “insulinkinase”’ principle, 
hypothesised by Himsworth (1933) is found to 
be correct. The accompanying return of hunger, 
very closely followed by appetite, was striking. 
In no sense, however, should this treatment 
suggest a lack of appreciation of the need for 
management of the patient. The return to such a 
state of mental and physical health as will enable 
the sufferer to face the rigours that led to morbidity 
must remain the crown of skilful physicianship and 
devoted but tactful nursing. 


CONCLUSION 
The conception of anorexia nervosa put forward 
is that, psychological reasons having led to a brief 
abstinence from food, the physiological factor of 
impaired glucose tolerance, with a slowly falling 
alimentary hyperglycemia, leads to failure of hunger 
and the impairment of one element of appetite 
a normal gastric tonicity. Even, in some cases of 
drastic slimming, underfeeding may lead to both 
mental depression and failure of hunger. Hunger 
can be largely restored by the use of liver extract, 
and maintained by the choice of a high carbohydrate 
diet most readily given in a fluid form such as malted 
milk ; while correction of the attitude of the patient 
calls for psychological management. As soon as a 
full diet is reached, physical normality is not far 
ahead. 
SUMMARY 


1. Passages from the first English description of 
anorexia nervosa are quoted. 

2. A successfully treated case in a girl of 12 years 
is reported, with investigations of the carbohydrate 
metabolism. 

3. The evidence adduced for a pituitary disturbance 
is reviewed. This belief is not favoured, but a 
purely dietetic basis for the physical and chemical 
findings is preferred. 

4. The relation of inanition to ‘“* physiological ” 
anorexia is discussed. 


I wish to thank Prof. K, D, Wilkinson and Dr. A. V. 
Neale for permitting me to work upon and report 
this case; Miss E. L. Tonks, M.Sc., for making the 
blood-sugar estimations by a special micro-method ; 
and Prof. L. G. Parsons and Dr. E. M. Hickmans 
for their help and encouragement. 
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Hospirat DAay.—This year the London hospitals 
are once more combining to hold joint street collec- 
tions. Hospital Day for the general hospitals will be 
on May 10th for inner London and on May I4th 
for outer London, while the special hospitals will 
make a separate appeal on Oct. 11th. Suggestions 
and offers of help should be sent to Lord Luke at the 
headquarters of the central committee, 36, Kingsway, 
London, W.C.2. 
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PERIPHERAL NEURITIS 
ASSOCIATED WITH PYLORIC STENOSIS 
AND DEFICIENCY OF VITAMIN B, 


By L. P. E. Laurent, M.D., M.R.C.P. Lond. 


ASSISTANT PHYSICIAN TO THE WEST LONDON HOSPITAL ; AND 


H. M. Srncriarr, M.A., B.M., B.Sc. Oxon. 
FELLOW OF MAGDALEN COLLEGE, OXFORD ; DEMONSTRATOR 
IN THE DEPARTMENT OF BIOCHEMISTRY, OXFORD 


THE development of peripheral neuritis in the 
presence of gastro-intestinal lesions, benign o1 
malignant, is well established. At the beginning of 
this century there were French accounts of poly- 
neuritis after carcinoma or ulcer of the stomach— 
e.g., Duvernay (1907). At that time it was supposed 
that pyloric stenosis caused the retained food to 
ferment with the production of toxic substances, 
but more recently various authors have suggested 
that vomiting, anorexia, or achlorhydria may produce 
a deficiency of vitamin B, which causes the neuritis. 

Wechsler (1933) describes a patient upon whom 
a subtotal gastrectomy had been performed for 
carcinoma of the stomach, and who developed three 
weeks later vomiting and polyneuritis; the latter 
was improved by a diet rich in vitamins. Perkins 
(1936) describes five patients with multiple neuritis 
associated with malignancy of the stomach; each 
had achlorhydria and anorexia, but only one vomited. 
He suggested that the neuritis was due to avitaminosis 
produced by “faulty intake and undoubted disturb- 
ance of assimilation or storage’’. Marinesco and 
others (1936) report polyneuritis following gastric ulcer 
with pyloric stenosis. The condition improved after 
partial gastrectomy and gastro-jejunostomy had 
been performed, but the polyneuritis persisted until 
injections of liver extract and the administration of 
drugs were started. Douthwaite (1936), on the 
basis of seven cases of severe polyneuritis associated 
with gastric disturbance, feels ‘‘ justified in postulat- 
ing the possibility of the existence of a gastrogenous 
polyneuritis ’?; the earlier reports, to which he did 
not refer, had already clearly demonstrated this 
association. 

It is not our intention to review the extensive 
accounts that prove that disorders of the gastro- 
intestinal tract can cause hypovitaminosis. It should 
be recalled, however, that many authors have 
described pellagra following carcinoma of the stomach 
(Rolph 1916, Eusterman and O’Leary 1931), and 
Petri and his colleagues (1937) have shown that 
deficiency of a factor normally present in the gastric 
mucosa can cause pellagra (see also Sydenstricker 
and Thomas 1937). The case described by Marinesco 
and others had an abnormally small amount of 
vitamin C in the cerebro-spinal fluid when the ‘poly- 
neuritis was present, and the amount increased when 
the polyneuritis improved with treatment. Urmy and 
others (1934) described a case of beri-beri caused by 
short-circuiting most of the small intestine; Kohn 
(1910), Weehsler (1933), and other workers have 
reported similar symptoms after gastro-enterostomy. 
Many workers have shown that ‘alcoholic’ poly- 
neuritis and polyneuritis of pregnancy, and perhaps 
some other forms, are probably due to a deficiency 
of vitamin B, (Jolliffe and Colbert 1936, Strauss and 
MeDonald 1933). More recently Harris, Leong, 
and Ungley (1938) have estimated the urinary 
vitamin B, under normal and pathological conditions, 
and have found that the excretion is lowest in 
‘‘ polyneuritis of nutritional origin.” In a group of 
6 such patients the excretion was as low as that found 
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in cases of beri-beri under treatment, and the resting 
level of excretion was about a tenth of the normal. 
Low values were also found in 3 out of 8 cases which, 
on clinical grownds (their italics), had been considered 
to be non-nutritional. Further, in their cases of 
“nutritional polyneuritis’’ the excretory response 
to a test duse of vitamin B, was negligible in five 
and grossly subnormal in the remaining patient. 


CASE REPORT 
The following case of peripheral neuritis associated 
with pyloric stenosis seems to us to be of unusual 
interest because of the clear association of the 
symptoms with deficiency of vitamin B,. 


A night baker, aged 32, was seen on May 27th, 
1936, complaining of attacks of vomiting, numbness 
and aching pain in the calves, and loss of power in the 
legs. In August, 1935, he had been operated on for 
a perforated pyloric ulcer, and the perforation closed 
with stitches. He subsequently enjoyed good health 
until March, 1936, when he began to vomit 
immediately after meals. These attacks occurred 
about once a week at first, but rapidly increased 
in frequency until May, 1936, when he was vomiting 
small amounts frequently every day. After a few 
weeks he noticed numbness of his calves and tingling 
in his fingers and toes, His calves also ached slightly. 
Soon afterwards he suffered from weakness of the legs. 
Previously a very moderate drinker, he had given up 
alcoho! since his operation for a perforated gastric 
ulcer in August, 1935. 

Examination.—When he was first examined on 
May 27th, 1936, walking was evidently difficult. He 
showed signs of recent loss of weight, the skin over 
the abdomen being wrinkled and inelastic. The 
urine contained a considerable amount of albumin. 
The cranial nerves were normal ; the arms had normal 
power and no sensory changes ; the arm-jerks on the 
left were, however, impaired in comparison 
with those of the right arm. The right knee-jerk 
could only be elicited with reinforcement, while the 
left knee-jerk and both ankle-jerks were absent. 
The plantar responses were flexor. There was 
slight patchy impairment to pin-prick on the dorsum 
of the feet, but there was no definite loss of any 
type of sensation. He had slight aching pain in the 


side 


calves and thighs and the muscles were tender on 
pressure, but pain and tenderness were never 
conspicuous throughout the course of the illness. 


The appetite had been very poor since the onset of 
vomiting. The tongue was normal in appearance. 
The cardiovascular system showed no abnormality, 
apart from a slight tachycardia of 90 to 100 which 


persisted with rest in bed. The electrocardiogram 
was normal in every respect, and there were no 
clinical signs of cardiac enlargement. A diagnosis 
of peripheral neuritis of uncertain etiology was 


made, and the patient was admitted on June Ist for 
further investigation under the care of Dr. J. 
Burnford, 

The condition on admission was substantially the 
same as at the previous examination as an out- 
patient five days earlier, except that the weakness 
of the legs had increased, the arm-jerks were now all 
sluggish, and the knee- and ankle-jerks could not 
be obtained, even with reinforcement. 

Special investigations.—Only a faint 
albumin was found in the urine, and this disappeared 
rapidly within two days of admission. The blood- 
urea was 48 mg. per 100 ml. on June Ist, but had 
fallen to 36 mg. by June 5th. The blood Wassermann 
was negative. In the cerebro-spinal fluid it was 
also negative and there was no increase of cells; 
analysis gave the following results :— 

Total protein 

Globulin 

Sugar .. 

Chloride ee ee ee 
Colloidal gold curve .. oe 


30 mg. per 100 ml. 
Very slight trace. 
90 mg. per 100 ml. 
or 


725 ” ” 
0112110000 


trace of 
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The blood count was as follows :— 
Red cells .. 4,550,000 Polymorphs ee 60-5 % 


82 % Monocytes bs 7% 
0-91 Lymphocytes .. 31% 
6,900 Plasma cells 05% 

Eosinophils None seen 
There was no polychromasia and no punctate basophilia. 


Hemoglobin 
Colour-index 
White cells 


Treatment and progress,—Vomiting ceased the day 


after admission. From June 8th to August 7th 
Benerva (Roche) 1 ml. intramuscularly—i.e., 1 mg. 
vitamin B,—was given every other day. There 


was an immediate return of appetite after the first 
injection. The weakness of the legs, the paresthesiz, 
and the aching in the calves, which had increased 
up till June 12th or 13th, showed definite improve- 
ment from June 20th. By June 23rd paresthesize 
and numbness had completely disappeared. On 
July 14th he was walking better than on admission. 
On August 10th he was discharged free from sensory 
symptoms, but with absence of reflexes and some 
weakness in the lower limbs. 
READMISSION 

In September, 1936, he was very much stronger 
and returned to work. He took Bemax, one tea- 
spoonful daily, and kept quite well until early 
December, 1936, when he experienced pain across 
the epigastrium and nausea followed by occasional 
vomiting of large amounts. This led to a restriction 
of his diet to milk, milk foods, and bemax. After a 
week he noticed numbness and tingling in the 
fingers. By Jan. 6th, 1937, his legs were very much 
weaker. A fractional test-meal showed achlor- 
hydria, even after a subcutaneous injection of 
0:25 mg. histamine. 

On Jan. 26th, 1937, he was admitted to hospital 
for the second time. Soon after his admission it 
was noticed that his stomach was distended, and 
gastric peristalsis was clearly visible. A barium 
meal was done and showed almost complete pyloric 
stenosis. On the 28th the apparent vitamin B, 
in the blood was estimated, and found to be 4 ug. 
per 100 ml. 

Operation.—On Feb. 22nd laparotomy was carried 
out by Mr. Harvey Jackson. A large hard mass 
was found at the pyloric end of the stomach. Hard 
glands were felt in the mesentery. Posterior gastro- 
jejunostomy was performed, as it was felt that the 
patient was not fit to undergo gastrectomy. On 
March 25th Mr. Harvey Jackson carried out a partial 
gastrectomy. The following report was given by 
Dr. R. G. Waller on the specimen removed at the 
operation: ‘‘ The pyloric wall is greatly thickened 
and is infiltrated with spheroidal carcinoma cells. 
Infiltration includes the muscular coat. A gland in 
the vicinity shows chronic inflammatory changes, 
but there is no evidence of secondary deposit.” 

Result.—The recovery from the operation was 
uneventful, and he was discharged three weeks later, 
on April 15th. On June 16th he was examined again 
as an out-patient. He felt well and had no gastric 
symptoms. He had been taking a milk diet, and still 
complained of some tingling in his fingers and toes, 
although there was a great improvement in this 
respect. The power of his legs had returned to normal. 
His arm-jerks were sluggish and the left supinator 
jerk could not be elicited. His right knee-jerk was 
very feeble, while his left knee-jerk and both ankle- 
jerks were absent. He was advised to take Marmite, 
2 drachms daily, and to return to a full diet, including 
meat. He made a gradual improvement and returned 
to work about July Ist. _He was seen for the last 
time on Jan. 19th, 1938, when he was feeling well, eating 
a full diet without digestive symptoms, except for a 
slight sensation of fullness after a heavy meal. 
He still takes marmite, 8 oz. per week. He had no 
sensory disturbance and the power of his limbs was 
quite normal, Al) the tendon reflexes were easily 
obtained. A sample of blood was taken for estima- 
tion of the apparent vitamin B,; this was found to 
be 10 ug. per 100 ml. 
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The apparent amount of vitamin B, in the blood 
was estimated on each occasion by the method 
described by Meiklejohn (1937), but slightly modified 
(Sinclair 1938). This method is an adaptation of 
Schopfer’s test and involves growing a fungus 
Phycomyces blakesleeanus upon a medium to which the 
blood is added. A value below 7 yg. per 100 ml. 
is regarded as being abnormal, and, out of about 200 
determinations made by one of us (H. M.S.) on normal 
and pathological samples of blood, the first (4 ug. 
per 100 ml.) is the lowest value that has been 
encountered. The second determination gave a 
normal figure. 


DISCUSSION 


It will be noticed that after the onset of vomiting 
the patient developed polyneuritis, and that this 
was ciired by injections of vitamin B,. After the 
injections ceased he took a preparation containing 
the vitamin by mouth, but vomiting began again 
and the polyneuritis returned, although the vitamin 
B, was still being taken orally. At this time the 
apparent concentration of vitamin B, in the blood 
vas very low. After gastro-jejunostomy and partial 
g -trectomy and the oral administration of a prepara- 
jun of vitamin B,, the polyneuritis disappeared 
unusually completely, and the apparent vitamin B, 
in the blood returned to normal. It is also interesting 
to note that recovery from the first attack of neuritis, 
during which he was receiving the vitamin 
parenterally, was more rapid than that from the 
second attack when oral treatment alone was employed. 
These facts strongly suggest that deficiency of 
vitamin B, caused the polyneuritis. Peters (1936) 
has proved that deficiency of vitamin B, in animals 
produces a disorder in the oxidation of carbohydrate 
in nerve-cells, and has correlated this biochemical 
lesion with the symptoms, Meiklejohn (1937) found 
that in ‘‘ avian polyneuritis ’’ the amount of vitamin 
B, in the blood was low. 

If we are correct in attributing the polyneuritis 
to deficiency of vitamin B,, two main possibilities 
arise: either the vomiting caused a deficient intake 
of the vitamin, or some factor produced by the 
stomach or duodenum destroyed or prevented the 
absorption of the vitamin. It seems unlikely that 
the former can be the cause of such cases because 
in Douthwaite’s two patients with carcinoma of the 
stomach the vomiting started ‘‘some weeks”’ after 
the onset of the polyneuritis, and only one of Perkins’s 
five patients vomited. Nevertheless, the latter 
possibility is not easily explained. It is well known 
that vitamin B, is unstable in an alkaline medium, and 
almost all cases of deficiency of the vitamin are 
accompanied by achlorhydria. It is possible that 
an enzyme produced by the stomach or duodenum 
destroys the vitamin in the prolonged presence of 
alkali; there is as yet no evidence for such a possi- 
bility and some evidence against it. It is also 
possible that the vitamin must be phosphorylated 
before being absorbed in the intestine, since it may 
act in the body as the diphosphate (Lohmann and 
Schuster 1937); a factor from the stomach or 
duodenum might prevent this phosphorylation in 
an alkaline medium. Yet most patients with 
achlorhydria do not develop polyneuritis. Work is 
now in progress to decide these points. 


SUMMARY 


1. A case of carcinoma of the stomach causing 
pyloric stenosis and accompanied by peripheral 
neuritis is described. 
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Estimations of the apparent vitamin B, in the 
blood, and the response to therapy with the vitamin, 
strongly suggest that the neuritis was caused by a 
deficiency of the vitamin. 


€ 


3. The possible bearing of these findings on the 
sause of the vitamin deficiency is discussed. 


We wish to thank Dr. J. Burnford and Mr. Harvey 
Jackson for permission to investigate this case. 
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TREATMENT OF BUBO WITH 
SULPHANILAMIDE 


By ALEXANDER HutTCcHISON, M.B., F.R.F.P.S. Glasg., 
D.P.H, 


RESIDENT ASSISTANT PHYSICIAN, BELVIDERE HOSPITAL, GLASGOW 


Tae cure of bubo, with or without a concomitant 
active chancroid, is slow and often unsatisfactory. 
The duration of in-patient treatment is long and the 
results of many methods are poor. 

In this series of 35 consecutive cases seen in the 
venereal diseases ward of Belvidere Hospital between 
January, 1935, and March, 1938, the first 12 were 
treated with local applications alone, the second 12 
with Dmeleos vaccine, and the remaining 11 with 
Streptocide (sulphanilamide Evans). All the patients 
had a definite bubo, and some a chancroid on the 
penis. None suffered from gonorrhea and all had 
a negative Wassermann reaction of the blood-serum, 

Group 1 (heat)—All 12 cases were treated by local 
application of heat in the form of a kaolin poultice 
which was changed morning and evening, and an 
antiseptic dressing (eusol) to the sore when one was 
present, In 6 cases the bubo was on the right side, 
in 5 it was on the left, and in 1 there was a bilateral 
inguinal swelling. In 10 a chancroid was actually 
present, and in 2 there was a healed sore. Under 
treatment with heat and antiseptics incision for the 
removal of pus was required in 8 cases and aspiration 
(four times) in 2. In the remaining 2 the inflammation 
resolved without breakdown of the glands, 

The average stay in hospital was 46-2 days, the 
maximum and minimum times being 76 and 17 days 
respectively. 

Group 2 (vaccine).—The 12 patients in this group 
received Dmelcos vaccine intravenously commencing 
with 0-5 c.cm, and increasing by 0-5 c.cm. daily until 
the maximum dose of 3 ¢.cm, had been given. A 
eusol dressing was applied to the sore when one was 
present, In 4 cases the bubos were on the left side, 
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in 4 they were on the right, and in 4 they were 
bilateral, Chancroids were present in 10 cases and 
scars of old sores in the other 2. Pus formed in 10 
and though they were at first treated by 
aspiration incision was eventually needed for all 
of them. The remaining two bubos resolved without 
forming pus, Some of the patients showed a severe 
reaction to the vaccine, running a high temperature 
(103° F.) for forty-eight hours and suffering 


shock 


Cases, 


from 


The average stay in hospital was 46-7 days, the 
maximum and minimum times being 117 and 22 days 
respectively. 

Group 3 
were 


(sulphanilamide).—The last 11 patients 
given 1-0 gramme of sulphanilamide 
four-hourly, a eusol dressing being applied to the 
sore if present. The maximum amount of sulphanil- 
amide given was 138 g. and the minimum 60 g. In 
7 cases the bubo was on the left side, in | it was on 
the right, and in 3 there was a double inguinal bubo. 
Further,7 patients had chancroids, and the remainder 
had sears of old sores. In 2 cases pus formed, but it 
was successfully removed by a single aspiration, 
incision never being needed. The remainder resolved 
without interference. 

The average stay in hospital was 15-5 days, the 
maximum and minimum times being 23 and 10 days 
respectively. 


each 


One case of this series is worth recording. The 
patient had a chancroid measuring }? in. in diameter 
and a very painful and tender bubo measuring 4 by 
2 in. in his left inguinal region. He received 90 g. 
of sulphanilamide in fifteen days. In four days 
the pain and tenderness had passed off. In nine days 
the chancroid had healed, and in fifteen days the 
last trace of the inguinal swelling had disappeared. 
Treatment was then stopped and he was kept under 
observation in hospital for ten days, but there was 
no recurrence of the bubo. 


Intolerance to sulphanilamide arose in only 1 case. 
The patient, a Lascar seaman, after receiving 60 g. 
developed a temperature of 99-6° F. 


with cyanosis 
of the tongue. 


As his bubo was almost healed, the 
drug was stopped and he continued to improve and 
became cured 

The comparative results of the various methods of 
treatment may be summarised as follows : 


Method of Cured by | Requir- aa 

treatment Vases ospera- ing hospital 

tion incision (days) 
Localapplications. 12 2 8 16-2 
Vaccine ss 12 0 10 46°7 
Sulphanilamide . 11 2 0 15°5 


All 35 cases were treated to a successful conclusion, 
and the most striking difference between the three 
groups is the reduction in the average duration of 
in-patient treatment from forty-six days to fifteen 
days. Among the 24 patients not receiving sulphanil- 
amide, aspiration was necessary in 20 cases and incision 
in 18, whereas among the 11 treated with sulphanil- 
amide aspiration was required in only 2 and incision 
in none 

All the groups were under the same general control 
and observation, and the longer stay of the earlier 
cases does not represent a longer period of observa- 
tion before cure was held to be established. 

Though the number of cases so far treated with 
sulphanilamide is small, the evidence is in favour of 
this drug in the treatment of bubo. 
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My thanks are due to Dr. Archibald, the medical 
superintendent of the Belvidere Hospital, for per- 
mission to publish these results, and to Mr. Simmons, 
the chief attendant of the ward, for his care in 
supervising the carrying out of the treatment. 


HYPERTROPHIC PYLORIC STENOSIS 
IN ONE OF UNIOVULAR TWINS 


By Witrrip SHELDON, M.D., F.R.C.P. Lond. 


PHYSICIAN TO OUT-PATIENTS, HOSPITAL FOR SICK CHILDREN, 
GREAT ORMOND-STREET ; PHYSICIAN IN CHARGE OF 
CHILDREN’S DEPARTMENT, KING’S COLLEGE 
HOSPITAL, LONDON 


ALTHOUGH hypertrophic stenosis of the pylorus 
in infants is now a frequently recognised condition, 
and a very large number of cases are on record, little 
advance has been made in our knowledge of its 
pathogenesis since the original theories of a primary 
hypertrophy of muscle (Hirschsprung) and a primary 
neuromuscular incoérdination (John Thomson) were 
propounded. The well-known fact that four-fifths 
of the cases occur in male infants suggests at once 
that the condition is sex-linked, or to some extent 
sex-limited, and has its roots in an inherited defect. 
There are now several records of the disease having 
involved more than one child in a family, a noteworthy 
example being the family reported by Fabricius and 
Vogt-Muller (1937), in which all four children of the 
same mother, three of whom had the same father 
and one a different father, were affected. The condi- 
tion has been noted in a mother and child. Cockayne 
(1934) has recorded two pedigrees in each of which 
two infants who were first cousins suffered from the 
disease, and he states “ there can be little doubt that 
the condition has a genetic basis, though the way in 


TABLE GIVING RECORDED INSTANCES OF PYLORIC 
STENOSIS IN TWINS 
Type of Dinies 7 
Author. twins. Clinical notes. 
Moore Uniovular. Both males. Diagnosis confirmed in 
(1934). each by operation. Both died. 
Davis Not stated. Both males. Diagnosis confirmed iu 


each by operation. Both recovered. 


(1924). 
Bilderback Uniovular.. Both males. Diagnosis confirmed in 


(1928). each by operation. One recovered, 
the other died. 

Redgate - Both males. Diagnosis confirmed in 

(1935). each by operation. 


One recovered, 
the other died. 

Both males. Diagnosis confirmed in 
each by operation. One recovered, 
the other died. 

Both females. Diagnosis confirmed in 
each by operation. Both recovered. 

Both males. Diagnosis confirmed in 
each by operation. Both recovered. 
A maternal aunt had also had 
hypertrophic pyloric stenosis. 

Both males. Diagnosis confirmed in 
each by operation. One recovered, 


Varden 
(1933). 


Sommer 
(1931) 
De Lange 
(1936) 


Cockayne 
and Sheldon 


(1928) the other died. 
Lasch Uniovular Twin girls. One was normal, in the 
(1925) (one other gastric peristalsis was seen, 
chorion) but the infant died before opera~- 
tion Post-mortem examination 
showed a hard and thickened 
pylorus. 
Monrad Not stated. 228 cases of pyloric stenosis with three 
(1927). sets of twins. One of each pair had 


the disease, the other was healthy. 


which it is inherited is still uncertain, and an environ- 
mental factor may be necessary for its production in 
addition to the genetic one.” 

A study of the disease in twins should throw further 
light on the presence of an inherited factor. There 
are published records of the disease in 10 sets of 
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twins (see Table). Unfortunately the type of twins 
has not always been stated. 

It may be pointed out that the occurrence 
of 3 sets of twins in a population of 228 infants 
(1 in 76) corresponds to the normal proportion of 
twin births, which is estimated at about 1 twin 
birth in every 80 births. Apart from Davis’s and 
Monrad’s cases, the twins were stated to be 
uniovular, and, with the exception of lLasch’s 
twins, in each set both twins were affected. This 
would accord with the view of an inherited factor. 
As to Lasch’s twins, only one of whom was thought 
to have pyloric stenosis, a pyloric tumour was not 
felt during life, and the description of the post- 
mortem appearance of the pylorus leaves one in some 
doubt whether the condition was in fact a hyper- 
trophic stenosis. With the exception of Lasch’s 
case, the evidence indicates that when pyloric stenosis 
affects uniovular twins, both infants show the 
condition. 

In an attempt to obtain more information about 
the occurrence of the disease in twins, the clinical 
notes of 1000 cases of hypertrophic pyloric stenosis 
treated at the Hospital for Sick Children, Great 
Ormond-street, during the years 1912-36 have been 
analysed. In this large series there were no less than 
23 sets of twins, and in passing it is worth noting 
that this is nearly twice the number of twins that 
one would have expected, allowing 1 twin birth for 
every 80 single births. In this population of 1000 
infants with pyloric stenosis the proportion of twins 
to single births was 1 to 43-4. 

As is so usual in conning hospital records, full 
details of the particular aspect under investigation 
were not always forthcoming. Evidence that the 
twins were uniovular was only found in one pair, and 
then the notes stated that there was one placenta, 
one chorion, and two amnions. Both twins were 
affected, and the diagnosis was confirmed in each at 
operation. (These twins appear in the Table, reported 
by Cockayne and Sheldon 1928.) In the remaining 
22 sets of twins only one of each pair had the disease. 
In 12 of these pairs the twins were binovular; the 
evidence of this lay in the fact that in 11 of them the 
twins were of opposite sex, while in the twelfth case, 
although both twins were boys, their father, a medical 
practitioner, stated that they are quite unlike each 
other in appearance, physique, and mental outlook. 
There remained 10 sets of twins for whom uni- or bi- 
ovularity could not be decided—either the twins 
were of the same sex, or more often the sex of the 
healthy twin was not stated. The evidence from this 
analysis indicates that when pyloric stenosis affects 
binovular twins, the disease is likely to occur only 
in one twin. 


CASE REPORT 


The occurrence of pyloric stenosis in only one of 
uniovular twins is evidently so exceptional, and 
counter to what one would expect, that the following 
case-history seems worthy of record. 


On March 3rd, 1937, twin boys were born to a mother 
who already had two healthy daughters, The twins 
were exactly alike and both at birth weighed 4 Ib. 
During the next few weeks, however, their histories 
differed, for while one prospered, the other was 
reported to have vomited almost from birth, to 
have been constipated, and to have failed to gain 
weight. This infant was seen in consultation on 
May 3rd, at which time the weight was only 3 lb. 12 oz. 

Examination.—Compared with his brother, who 
was steadily gaining weight, the patient was 
wretchedly emaciated, but even so there was a very 
noticeable similarity in the facial appearance of the 
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twins. Examination of the patient while he was 
being given a feed showed the presence of vigorous 
gastric peristalsis, and on palpation the hyper- 
trophied pylorus could be felt undergoing alternate 
contraction and relaxation. The twin brother was 
examined in the same way, but peristalsis could 
not be seen, nor could a pyloric tumour be felt. 

Operation.—On the next day a Rammstedt opera- 
tion was performed on the affected twin, a typical 
hard pyloric muscle tumour being found at operation. 

Progress. — The after-history was uneventful. 
Following the operation the vomiting ceased and the 
infant gained weight steadily. When the twins were 
seen again two months later they were both thriving, 
the patient having caught up to within half a pound 
of his brother’s weight. By that time the twins were 
so alike that the presence of the operation scar in the 
one was beginning to be a useful means of identifica- 
tion. At the time of writing the twins are a year 
old and remain exactly alike. 


The identical appearance of the twins strongly 
pointed to their being uniovular. Further evidence 
of this was kindly furnished by Dr. Bishop of West 
Wickham, who attended the confinement, and has 
informed me that there was only one placenta 
without any line of fusion, and one set of membranes. 
The cords were separately inserted into the placenta. 
With the object of trying to prove still more fully the 
identical nature of the twins, when they were four 
months old their fingerprints were taken. To 
obtain good fingerprints at this age calls for a highly 
skilful technique, and I am deeply indebted to 
two officials, who have made a lifelong study of this 
subject, for taking the fingerprints and reporting 
on them. They warned me that even uniovular 
twins do not have identical fingerprints, and so it 
proved in this case, the expert report being that 
the finger- and thumb-prints of the twins were not 
facsimiles. The blood group of each twin has not 
been ascertained. 


COMMENTS 


It remains to discuss whether the unaffected twin 
can have had the condition in some form devoid of 
symptoms. Two instances of hypertrophic pyloric 
stenosis without symptoms have been recorded by 
Findlay (1937), but in both cases although symptoms 
were absent, the usual physical signs of gastric peri- 
stalsis and a palpable pyloric tumour were present, 
and enabled the diagnosis to be made. I have 
already mentioned that the healthy twin was 
examined at the time when the diagnosis was made 
in the affected one, and physical signs of the disease 
were not obtained. There is therefore no reason to 
suppose that the pylorus was in any way abnormal. 


SUMMARY 


An example of hypertrophic pyloric stenosis in 
one of uniovular twins is recorded. The published 
reports of the disease in twins are analysed. The 
results are given of an investigation into the incidence 
of twins among 1000 cases of pyloric stenosis. 
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CLINICAL AND LABORATORY NOTES 


ANALGESIA IN DENTISTRY BY MEANS 


OF NITROUS OXIDE AND AIR 
By Rex Binning, M.R.C.S. Eng. 


HON. ANASSTHETIST TO THE ROYAL ALEXANDRA HOSPITAL FOR 


SICK CHILDREN, BRIGHTON; ANASSTHETIST TO THE 
BRIGHTON AND HOVE DENTAL HOSPITAL 


ANALGESIA produced by a mixture of nitrous 
oxide and air has been used increasingly in midwifery 
during the last four years and the majority of women 
attended in private practice now demand and receive 
its benefits. A similar principle has however been 
employed in dentistry since 1912, but has largely 
escaped notice. 

The main scope for analgesia in dentistry is in the 
preparation of cavities for filling; it is unsuitable 
for the extirpation of nerves or for extractions. To 
quote Sedlin (1937), who has used analgesia in New 
York for many years, it may suitably be employed 
(1) for nervous and apprehensive patients ; (2) for 
children ; (3) for patients who have an idiosyncrasy 
to procaine. The first two divisions constitute the 
majority of patients met with in dental practice. 
Every day at a dental hospital and in private practice 
one sees teeth that have to be extracted because the 
patient feared the dental drill and so postponed a 
visit to the dentist until it was too late for conservative 
measures. 

Method.—I have used both nitrous oxide and oxygen 
and nitrous oxide and air to obtain analgesia and have 
found nitrous oxide and air preferable in that the 
analgesic state it produces is less critical and does not 
require such a fine adjustment, no doubt because the 
inert nitrogen in the air acts as a diluent. 

Before beginning, the patient’s confidence must be 
obtained, for the operator must not attempt to give 
analgesia but rather to induce the patient to take it. 
The patient must understand that he is not having 
an anesthetic and that he will not lose consciousness. 
A standard nasal inhaler is now adjusted over the 
patient’s nose and it is essential to obtain an airtight 
fit. The expiratory valve is adjusted to a light 
tension. The patient is instructed to breathe through 
his nose and to take a deeper breath if he feels pain. 
The machine is set to deliver nitrous oxide at the 
lowest pressure that the patient can comfortably 
breathe through the nose, which corresponds in 
most cases to about 2 mm. of mercury. The adjust- 
ment of pressure is most important, for if the patient 
is breathing nitrous oxide under a positive pressure 
and air under atmospheric pressure the percentage 
of nitrous oxide delivered by the machine will 
obviously be completely upset. Success in securing 
analgesia depends more on the correct adjustment 
of pressure than on any other factor. The machine 
that I have used is the British Oxygen Company’s 
model K. This machine delivers approximately 
50 per cent. nitrous oxide in air when the mixing dial 
is set to the “‘ normal ”’ position, and this setting will 
usually be found suitable. 

The subjective sensations of the patient to judge 
from several personal experiences are unobjectionable. 
The first is one of tingling that starts in the feet and 


spreads upwards over the whole body. This is 
followed by a pleasant feeling of warmth. Speech 
becomes thick but the mind is active and ideas 


come quickly. The dental drill can be heard but 
not felt. During this state the patient is very 
receptive to suggestion and a few soothing words 


spoken by the anesthetist have a marked effect. 
There is no nausea or vomiting and the nasal inhaler 
can be so arranged that the patient can lean forward 
to expectorate without removing the hood from the 
nose. 

The advantages of this technique are obvious. The 
patient is spared the very real pain associated with the 
preparation of a cavity, and at the same time avoids 
the initial prick and frequent after-pain of local 
anesthesia. The dentist is able to work without 
interruption with a considerable saving of time. 

The consumption of nitrous oxide by this method is 
100 gallons for ten fillings and the cost about 7d. 
per filling. 

Reference.—Sedlin, H. M. (1937) Anesth. & Analges, 16, 74. 


A CASE OF DISORDERED DEVELOPMENT 
OF THE FEMALE GENITALIA 


By J. OrpE Poynton, M.A., B.Chir. Camb. 


(From the Institute for Medical Research, Kuala Lumpur, 
Federated Malay States) 


THe internal genitalia described below were 
removed at a post-mortem upon a Tamil woman of 28, 
alleged to have been murdered by her husband. 
Their outstanding feature was the presence of two 
separate masses of uterine tissue. 

The vagina was rudimentary and was closed at 
the upper end, no cervix being present. The left 


Diagram showing the structures described 


ovary measured 14 x1 x} in. and appeared of normal 
structure. Corpora lutea and corpora albicantes 
were seen naked-eye and their identity confirmed 
microscopically. The right ovary was smaller 
(1x 4x4 in.); sections showed it to be less cellular, 
and no follicles were seen in the portions cut; but 
its anatomical relations and macroscopic appearance 
were normal. The left Fallopian tube was smaller 
than normal but showed a patent lumen, terminal 
fimbria, and a typical histological structure. The 
right tube was about two-thirds of the size of the 
left and the same features were identified. The left 
uterus was an uncanalised mass of fibromuscular tissue 
(2x#x# in.), and histological examination showed 
the proportions of muscle and fibrous tissue to be 
about equal. The right uterus, about two-thirds of 
the size of the left, was also uncanalised, and there 
was only about one part of muscle to three of fibrous 
tissue. The two uteri were attached to one another 
and to the upper end of the vagina by a fibrous 
cord some 2 in. long. 

In this case it appears that fusion of the Millerian 
ducts had taken place only at their lower extremities 
and that a mass of uterine tissue had formed round 
each, development on the left side, including ovary 


(Continued at foot of next page) 
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MEDICAL 


OPHTHALMOLOGICAL CONGRESS 


THe annual congress of the Ophthalmological 
Society of the United Kingdom was held in London 
from April 28th-30th under the presidency of Dr. 
Gorpon Hormgs, F.R.S. At the first session Mr. R. 
Foster Moore opened a discussion on 


Differential Diagnosis of the Causes of 

Exophthalmos 
He said he had estimated proptosis by standing behind 
the patient, making him look a little upwards, and 
tilting the head backwards until the summit of the 
cornea first appeared in view in front of the eyebrow. 
In diagnosis bilaterality and the direction of proptosis 
were important. Deep palpation of the orbital 
contents with the little finger enabled the front edge 
of the orbital mass sometimes to be felt, revealing 
its existence, consistency, and position ; tenderness 
might suggest an inflammatory origin. At times, 
although the tumour could not be felt, the orbital 
fat was pushed forward and could be made to slip 
between the skin and the orbital margin. On palpa- 
tion too proptosis might be found to be reducible, 
if due for instance to cavernous nevus ; or pulsation 
from an arteriovenous aneurysm might be detected. 
Limitation of movements was more likely to be 
general in inflammatory than in neoplastic condi- 
tions, although a single muscle might be picked out 
by a local focus. Certainly there could be a high 
degree of proptosis from a neoplasm with but little 
limitation of movement. The immobility in inflam- 
mation was probably due to the action of toxins 
on the muscles, but paralysis was sometimes due to 
involvement of a nerve, for instance the sixth in 
cavernous sinus thrombosis. The speaker thought 
that the ocular palsies accompanying the proptosis 
in thyrotoxicosis were due to persistent changes in 
the muscles. Chemosis had relatively little diagnostic 
value. 

Among specific causes of proptosis, it was easy 
to overlook the presence of an intraorbital foreign 
body such as a bit of stick in a child. Callus forma- 
tion had been held responsible, he thought erroneously, 
for proptosis, for. it was not usually formed by 
membranous bones. Hzmorrhage into the orbital 
cavity, frequently due to trauma, occurred spon- 
taneously sometimes in hemophilia and scurvy or 
from physical causes as in whooping-cough or birth. 
Inflammatory causes provided the largest group, 
accounting for 35 out of 117 consecutive cases without 
Graves’s disease. Among them the average age 
had been 16 in females and 23 in males, mostly 
originating in the frontal and ethmoid sinuses and 


(Continued from previous page) 


and tubs, having advanced further than on the 
right. The point of arrest in the metamorphosis of 
the Millerian ducts was presumably antecedent to 
that which gives rise to a uterus didelphys, and the 
vase was not one of true duplication of the uterus, 
due to dichotomy of the embryonic cauda, as 
described by Gemmell and Patterson. 


I am indebted to the Director of the Institute for 
Medical Research, F.M.S., for permission to publish 
this case, and to Dr. Raymond Lewthwaite, senior 
pathologist, for the preparation of, and advice upon, 
the sections. 


[May 7, 19388 1051 ; 
SOCIETIES 


hardly ever in the sphenoid or maxillary antrum. 
In Graves’s disease a retracted upper lid might give 
a false appearance of exophthalmos or of the other 
eye becoming smaller, or per contra a patient with a 
drooping lid might complain of the prominence of 
the other eye. The speaker believed that the 
apparent enophthalmos of sympathetic paralysis 
was due to the drooping of the lid which was not 
accompanied by any misplacement of the eye. 

Considering tumours of the orbit, Mr. Foster Moore 
said that although metastases were rare in the orbit 
he thought they should be first excluded in all cases 
of unilateral proptosis in an adult. Arteriovenous 
aneurysm, one of the rarer causes of proptosis, was 
easily diagnosed. He had seen one case, a cook 
who had heard a noise in her head like a pistol shot 
while she sat peeling potatoes; she had afterwards 
all the signs of an arteriovenous aneurysm. Although 
trauma and post-embolic aneurysm were important 
causes of the condition, he believed that some cases 
might arise idiopathically from congenital weakness 
of the arterial wall. 


EAR, NOSE, AND THROAT ASPECTS 

Mr. TERENCE CAWTHORNE classified the patho- 
logical conditions of the ear, nose, and throat under 
four headings: foreign matter being forced into the 
orbit ; interference with the venous return from the 
orbit; extension of inflammation to the orbit; and 
invasion by new growth. Under the first heading the 
conditions were traumatic and rare. Air had been 
known to have been forced into the orbit by blowing 
the nose through a communication between the orbit 
and nose due either to trauma or a congenital 
dehiscence. Cases were recorded of water gaining 
entrance through accidental perforation of the orbit 
floor during antrum puncture. Cracking of the 
ethmoidal plate during intranasal surgery might 
cause bleeding into the orbit. Obstruction to the 
venous outflow might be caused by growth from the 
sphenoid or nasopharynx or by thrombosis of the 
cavernous sinus. Clinically the routes by which 
thrombophlebitis might reach the sinus fell into three 
groups; anterior, via the superior ophthalmic vein 
from a primary focus on the face, nose, front teeth, 
frontal sinus, or ethmoid cells ; intermediate from the 
antrum or back teeth via the pterygoid plexus of 
veins, foramen ovale, deep facial and _ inferior 
ophthalmic veins ; posterior, this (third) route leading 
mostly from the ear. Inflammation, the commonest 
cause of proptosis from the laryngologist’s point of 
view, came often from the frontal and ethmoidal 
sinuses; in children rupture of infected ethmoid 
cells was sometimes seen, characterised by swelling 
round the inner canthus, a nasal discharge, pus in the 
nose, and definite X ray changes. Mucocele, osteoma, 
carcinoma, and sarcoma constituted the types of large 
swellings of slow growth that encroached upon the 
orbit from the sinus. The diagnosis was made on the 
history of onset, distribution, and the presence or 
absence of constitutional disturbance and of tender- 
ness. Because of the great strides made during the 
past decade in the technique of sinus radiography, 
more and more reliance was being placed on that 
part of the investigation. 


NERVOUS AND GENERAL MEDICAL ASPECTS 

Dr. W. Russert Brat spoke of the neurological 
and general medical causes of exophthalmos. Two 
diseases of the bones of the skull might cause 
exophthalmos by altering the shape of the orbits and 
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so diminishing their capacity. In craniostenosis 
premature union of some of the cranial sutures made 
the skull too small for the growing brain, but expansion 
took place where the sutures remained ununited. 
The disorder was hereditary and the deformity might 
develop before birth, during infancy, or later child- 
hood. The orbits were abnormally shallow, their 
axes deviated outwards, and the exophthalmos might 
be slight or extreme. Ferrer had reported a case 
who had acquired the power of voluntarily dislocating 
his eyes either singly or together by which means 
he eked out a precarious existence among the saloons 
of South America. Diabetic-exophthalmic-dysostosis 
was a rare disease in which softening of the orbital 
walls caused exophthalmos. A general rise of intra- 
cranial pressure might cause a slight degree of 
exophthalmos but much greater degrees were seen as 
a result of local presure of a tumour arising in the 
neighbourhood of the orbit. Meningiomas, slowly 
growing extracerebral tumours of adult life, formed 
the most important group. In such cases ptosis due 
to involvement of the third nerve or of the ocular 
sympathetic was common and helped to distinguish 
the exophthalmos from that of endocrine origin 
which usually had lid retraction. Intracranial 
aneurysms might also cause exophthalmos by local 
pressure. They were not syphilitic, but originated 
in a congenital defect in the muscular coat of the 
Most intracranial aneurysms were too small 
to cause symptoms except those arising from the 
intracranial portion of the carotid. 

Venous obstruction might cause exophthalmos, the 
most striking condition being due to carotid-cavernous 
sinus aneurysm. The effect of raising the blood 
pressure in the venous tributaries to the arterial 
systolic pressure was a pulsating exophthalmos with 
a systolic bruit audible to patient and observer and 
suppressible by digital compression of the carotid. 
The conjunctival veins were dilated and tortuous, and 
papilledema and more or less complete ophthalmo- 
plegia were present. The clinical picture of cavernous 
sinus thrombosis was similar except for the absence 
of bruit and the presence of symptoms of acute 
infection. Impaired venous return from the head 
resulting from aortic aneurysm, intrathoracic neoplasm, 
and‘even severe chronic emphysema might cause 
exophthalmos which might be associated with marked 
cyanosis and tortuosity of the retinal veins. 

The study of the syndrome of exophthalmic ophthal- 
moplegia had considerably illuminated the nature 
of the exophthalmos associated with goitre. The 
syndrome affected middle-aged individuals and males 
much more than did exophthalmic goitre ; progressive 
exophthalmos of one or both eyes was associated with 
external ophthalmoplegia, unilateral or bilateral. 
The exophthalmos was of the florid type, sometimes 
called in the United States malignant, with much 
edema of the lids and of the conjunctiva which might 
protrude beyond the anterior border of the cornea. 
Hyperthyroidism was rarely severe; the condition 
was even progressive sometimes in patients with 
subnormal B.M.R. after thyroidectomy. These find- 
ings and recent experimental work on the thyrotropic 
hormone of the pituitary suggested that the exoph- 
thalmos might be due to over-production of that 
hormone. 


vessel. 


PROPTOSIS IN CHILDREN 


Mr. J. H. Dogegart dealt with the differential 
diagnosis of proptosis in children. The eye at birth, 
he said, was about three-quarters of its full grown 
size so that the infant’s orbital cavity was relatively 
far smaller than that of an adult. Proptosis therefore 
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began earlier and attained more serious proportions 
in childhood. The eye was also more distensible 
then. Many of the causes of proptosis were peculiar 
to children, and Graves’s disease was exceedingly rare 
in them. Myopia and buphthalmia could cause 
undue prominence by increased size of the eye. The 
fluid contents of the orbit might be increased by 
cystic tumours, inflammatory effusions, or by extra- 
vasated blood (from wounds, birth injury, hemo- 
philia, or scurvy). Meningitis sometimes obstructed 
the orbital fluid by posterior adhesions. Inflammatory 
pseudo-tumour was a name given to deep infiltrations, 
often gummatous or tuberculous, displaying the 
diagnostic features of orbital tumour. Sarcoma 
was the commonest of the primary neoplasms and 
might grow so rapidly that it simulated inflammation. 


Growths arising from the optic nerve, chloroma, 
Hutchison’s tumour, Schiiller-Christian xanthoma, 
dermoid cysts, and cavernous lymphangiomata 


might also be responsible. 

The eyeball was retained in the orbit chiefly 
by the optic nerve; total ophthalmoplegia led to 
slight proptosis which might be masked by drooping 
of the upper lid. Forward dislocation of an infant's 
eye was occasionally seen from spasm of the orbicularis 
in a bout of crying. In oxycephaly and in hereditary 
cleido-cranial dysostosis diminution of the orbital 
volume might occur. 


OPHTHALMOLOGICAL SIGNS IN 

Dr. E. E. Pocnutn said that an appearance of 
exophthalmos in Graves’s disease might be produced 
by two different phenomena: an actual proptosis-and 
a widening of the palpebral fissure by retraction of the 
upper lid, giving the illusion of exophthalmos. He 
had investigated this lid retraction in a group of cases 
in which it was unilateral and uncomplicated by 
exophthalmos. In retraction, he was able to show 
by films, the eye had a characteristic staring expression, 
the lower lid was slightly higher on the affected side, 
and on closing the upper lid was wrinkled as if it were 
hitched up. He thought the raisin: of the lower lid 
was mechanical, being due either to raising of the 
canthus or to depression of the eyeball. 


GRAVES’S DISEASE 


DISCUSSION 

Mr. A. D. GrirritH described two cases of arterio- 
venous aneurysm with exophthalmos. 

Mr. J. ELLISON recommended that in such condi- 
tions the patient should not be kept recumbent. 
He thought the common and internal carotid should 
be tied. 

Mr. WiILLouGHBY CASHELL described a case of 
extreme proptosis following carcinoma of the antrum. 

Mr. A. F. MacCaLiaN classified the causes of orbital 
inflammation under the headings simple orbital edema, 
orbital subperiosteal abscess, and orbital cellulitis. 

Mr. F. W. Law described a case of proptosis due 
to spontaneous orbital hemorrhage in a man imme- 
diately before he rowed in the University boat race. 

Mr. H. B. STaLtarpD mentioned that a varicocele 
of the tributaries of the ophthalmic veins at the apex 
of the orbit could produce transient exophthalmos ; 
in one case this had led to forward dislocation of 
the eye on stooping. 

Mr. HARRISON ButLerR had been called to a pekinese 
whose eye had proptosed completely in a moment of 
excitement. This was apparently a common failing 
among pekinéses; the condition kept recurring in 
this dog after he had eventually reduced it under an 
anesthetic. 

Mr. D. V. Grri reported ultimate good results in 
a patient who had had a severe initial reaction to a 
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radium bomb. He thought the surgeon should not 
be impatient of the damage produced at first in 
orbital conditions. 

Mr. Linpsay Rea described a case of glioma in a 
child. 

Mr. T. K. LYLE inquired the prognosis in women 
of fifty with exophthalmos after affection of the 
ethmoid cells. 

Mr. W. C. Sourer said he had noticed retraction 
of the upper lid in cases of encephalitis and cerebral 
syphilis. He had found that photographs to show 
proptosis were best taken from above the head. 

The PRESIDENT emphasised Mr. Foster Moore’s 
remarks about the value of palpation in diagnosis of 
exophthalmos ; the eye could be displaced in Graves’s 
disease with less resistance than in inflammatory or 
neoplastic conditions. Venous engorgement should 
be looked for. He had been much interested by 
Dr. Pochin’s communication ; an illusion of exoph- 
thalmos given by retraction was often seen by neuro- 
logists for example in supranuclear ocular palsies and 
encephalitis. Ligature of the carotid for relief of 
arteriovenous aneurysm involved the risk of hemi- 
plegia. <A follow-up undertaken for Sir Victor Horsley 
many years ago had showed this complication to occur 
in one-third of the cases and in the war among young 
and healthy men ligation had led to hemiplegia 
in more than half. He thought Mr. Rock Carling’s 
method of temporary ligature an important one. 


ST. JOHN’S HOSPITAL 
DERMATOLOGICAL SOCIETY 


Ar a meeting of this society held on April 26th, 
with Dr. W. N. Goxtpsmitu, the president, in the 
chair, a paper on 

Minor Surgery of the Skin 

with special reference to biopsy, was read by Dr. 
J. H. T. Davtes (Hove). He explained that, in a 
provincial hospital, methods of treatment must be 
developed with a view to saving time. For many 
years he had seen few cases of plantar warts except 
in private practice, and had always treated them with 
X rays. He had never had a mishap, and the propor- 
tion of failure had been very small. When, however, 
he had curetted his failed cases, he had noticed that 
healing was slow and that a woody induration had 
formed in the underlying dermis. He had therefore 
wondered whether subsequent injury to the scar 
might not have undesirable consequences. Radium 
was unpractical and difficult to control. When 
surface X ray therapy came into common use, it 
should be possible to develop a safe and satisfactory 
technique. The chief disadvantage of curettage was 
the pain of introducing the local anesthetic. This 
could be much diminished by inserting the needle 
from the dorsum of the foot instead of parallel with 
the sole. 

Some patients had an exceptionally thin dermis, 
and care had to be taken to avoid penetrating it. 
Minute warts situated deep in the skin could hardly 
be treated with X rays on account of the difficulty of 
shielding the surrounding skin. He first made a 
small hole with a galvano-cautery, then gave a local 
anesthetic, and then enlarged the hole with a Vidal 
curette or a double-bladed spoon. He packed with 
wool soaked in trichloracetic acid to stop bleeding, 
and trimmed the edge with scissors. Freezing with 
ethyl chloride was effective, but the sole of the foot 
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was resistant, and two sprays should be used 
simultaneously. 

Radon seeds could be quickly and easily inserted 
into the skin for rodent ulcer by attaching them 
to the end of a suture, which was drawn through 
the skin by a No. 4 cutting needle. When the seed 
was in position it was held by a stitch. In taking 
skin for a graft, a convenient method was to make a 
long wheal with local anesthetic and transfix the 
site with a row of hypodermic needles through which 
sutures were threaded ; the skin was then clamped 
and the slip was cut off; the wound was closed by 
tying the sutures. The slip was cut into small pieces, 
each of which was stitched into place in the ulcer 
which it was desired to cover with epithelium. 

The first question in biopsy was: Who will 
interpret the appearances? Perhaps every derma- 
tologist should be his own histologist, but this was a 
counsel of perfection. There were at least two expert 
cutaneous histologists in London who were available 
for consultation, but they should not be expected to 
give an opinion without a full clinical description 
and differential diagnosis. The chief inducements to 
carry out a biopsy were the hope of making a diag- 
nosis of a puzzling condition, curiosity about what 
lay beneath the surface, and the passion of the 
collector. Even if all these aims were frustrated, 
the specimen would provide a record of the case 
which would last long after the notes had been lost. 
Of the last 200 consecutive biopsies which Dr. Davies 
had carried out, in 41 a completely new and sur- 
prising diagnosis had been suggested and in 63 a 
doubtful diagnosis had been confirmed. Biopsy had 
therefore been positively helpful in half the cases. 
In 51 cases the slide had shown features of interest 
unconnected with the problem for which it was made, 
and in 19 cases a slide illustrating a rare disease had 
been added to the collection. In only a fifth of the 
cases had the biopsy given no help at all. Perhaps no 
other auxiliary method in medicine gave such fruitful 
results. He had never thought it possible to take 
dermatology seriously without the aid of biopsy. 
During the last ten years he had cut more than. 800 
blocks, and he would have cut twice as many if he 
had been able to. 

He showed his outfit, which could be carried in a 
small tray, and included a dental-type hypodermic 
syringe, a scalpel, sutures, a bottle of fixative with 
identifying label; and a Kilner hook, which he declared 
to be indispensable to the dermatologist for extracting 
small pieces of tissue. The outfit, he said, should be 
always ready for instant use. The ordinary skin 
department did not possess suitable appliances, nor 
were any of the personnel trained, either in the 
biopsy or in the preparation and examination of slides. 
If some institute would undertake the work of 
dermatological section-cutting, more biopsies would 
probably be undertaken. In selecting a lesion for 
biopsy one should be chosen which appeared to be 
in a ripe stage, but it might occasionally be more 
profitable to take a lesion which suggested a diag- 
nosis which it was desired to exclude. The lower 
third of the leg and the dorsum of the foot should 
be avoided, because they healed siowly, and the 
connective tissue of the abdominal wall was difficult 
to cut. The best place was the face, because even a 
clumsy wound would heal without permanent scarring. 
The direction of the incision should follow Lange’s 
lines. In sectioning an ulcer care should be taken to 
go deep enough, for a piece taken out of the edge 
might give a completely misleading picture. Some 
of the subcutaneous tissue should be taken. The 
slip need only be long enough to make a good show 
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on the slide and 2-3 mm. broad. Some of the normal 
skin at the edge should be taken as well. The 
section should be transferred to a piece of blotting- 
paper to remove the blood from the under-surface. 
It was then put in the fixative, of which the best 
kind was 70 per cent. alcohol. A Bismostab or radon- 
seed bottle was a convenient receptacle. The routine 
hematoxylin-eosin stain was not enough, and the 
pathological laboratory should be persuaded to make 
four slides of each section, differently stained. Van 
Gieson was necessary to differentiate the cell proto- 
plasm from connective tissue. Elastica was indis- 
pensable for the demonstration of elastic fibres. The 
slide should be counter-stained with a polychrome 
methylene-blue, which showed the mast cells and 
pigment. Pappenheim was the best cytological stain, 
giving a very clear nucleus and a distinctive colour 
reaction with plasma cells and mast cells, and showing 
changes in connective tissue which were too slight to 
be shown by van Gieson, and foreign bodies such as 
chalk, which were not stained but had a different 
refractive index. Dr. Davies showed a film illustrating 
the operations he had described. 

The PrReEstmDENT agreed that a regular 
making biopsies would much increase a dermato- 
logist’s understanding of disease processes, especially 
by the interesting sidelights they threw on facts 
unconnected with the immediate problem. He 
recommended carbon-dioxide snow for plantar warts 
on which X rays had failed. He had never seen a 
sear caused by X rays. He had found plantar warts 
quite common in hospital practice. 

Dr. F. A. E. Sticock said that he checked bleeding 
after curettage with a crystal of trichloracetic acid. 
It hzemolysed blood and also prevented hemorrhage. 
The crystal caused a black coagulum, and the patient 
might mistake this for gangrene, but it was actually 
harmless. He considered that the acid might have a 
specific caustic action on warts. It seemed to prevent 
sepsis. He had experimented with dental burrs 
actuated by a portable electric motor borrowed from 
the chiropodist’s practice but found that it ran very 
hot. Much time could be saved by having the local 
anesthetic ready in a closed bottle under pressure, 
which could be generated by means of a bicycle pump 
working through a valve. He had found a common 
steel crochet hook, slightly bent, to fulfil adequately 
the functions of a Kilner hook. 

Dr. Ropert KLABER commented on Dr. Davies’s 
apparent ill fortune in the use of X rays on plantar 
warts. Other practitioners seemed to get a large 
proportion of successes. He also spoke of a greater 
incidence in hospital practice than Dr. Davies had 
found. Where X rays failed, he recommended the 
use of monopolar diathermy with a blunt needle 
under gas-and-oxygen, which was a quick method, 
especially against a large number of warts. 

Dr. Isaac MUENDE spoke warmly of formol saline 
as a fixative. Sections prepared with it many years 
ago still retained their colouring. Sousa’s fixative 
had given very good results, the nuclear staining 
being excellent and little nuclear shrinkage taking 
place. His impression of alcohol was that it caused 
a certain amount of shrinking and perinuclear vacuola- 
tion. An eminent Swiss worker was in the habit of 
relying on slides stained—not always at all well 
with hematoxylin-eosin ; he was apparently able to 
detect changes in elastin, and maintained that almost 
any condition could be diagnosed from such slides. 
Careful examination would show mast cells. The 
advantage of Sousa’s fixative was that it contained 
no mercury which blunted the edge of the knife. 
Carbon-dioxide snow was an adequate treatment for 
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plantar warts. He preferred to pare away the peri- 
pheral hyperkeratosis before applying it, in order to 
reduce the exposure to a minimum. He usually 
opened the blister after a few hours, and the patient 
could walk again comfortably on the fifth day. When 
X rays failed, they often left a troublesome ulcer, or 
a wart which was difficult to remove. He had found 
the drilling of warts most unsatisfactory. 

Dr. Avice Peters said that all plantar warts 
diagnosed in London County Council institutions had 
to be notified, because they were definitely increasing 
among school-children.—The PRESIDENT remarked 
that they tended to appear in widespread epidemics, 
and were seldom accompanied by warts in other 
parts of the body. 

Dr. Grace GRIFFITHS recommended ionisation, 
which, she said, had been used with success on small 
children at the Hospital for Sick Children, Great 
Ormond-street. It was painless, and the discomfort 
of walking was decreased at once. Many warts 
came out like a small inverted pyramid, leaving a 
serrated pyramidal space which quickly healed. The 
solution was sodium salicylate, 1 or 2 per cent., 
connected to the negative pole. The whole foot was 
put into a bath. If a wart were removed from the 
foot, others on the head or face often disappeared 
spontaneously in twenty-four hours. The positive 
pole was led to a bath of sodium chloride, in which 
the other foot or a hand was placed. Every child 
who had received six or seven treatments had been 
cured. 


Dr. Davies, in reply, said that carbon-dioxide 
snow was painful and unreliable. However hard the 
wart was frozen, the line of cleavage might occur 
halfway across it instead of underneath it. Plantar 
warts were a disease of school age, and he believed 
that infected splinters from wooden floors or duck- 
boards were a frequent cause. He had discovered 
minute wooden splinters in some of his specimens. 
The infection might be blood-borne. The function 
of the galvanocautery was to make a hole in a very 
small wart, so that the curette could be introduced. 


MEDICO-LEGAL SOCIETY 


Ar a meeting of this society held on April 28th, 
with the president, Sir TRavers HUMPHREYS, in the 
chair, a discussion on medico-legal aspects of the 


Matrimonial Causes Act, 1937 


was opened by Mr. WILLIAM LaTey, barrister-at-law. 
He said that the new Act would bring before the 
court issues on which it would doubtless look for 
guidance to the medical profession. A party to a 
marriage could now present a petition for divorce 
on the ground that the other party was incurably of 
unsound mind and had been continuously under care 
and treatment for at least flve years immediately 
before the presentation of the petition. A person 
was under care and treatment if he was detained 
under the Lunacy and Mental Treatment Acts, 
1890-1930, or was receiving treatment as a voluntary 
patient under the 1930 Act immediately after a period 
of detention. The court would have to decide three 
questions : whether the respondent had been con- 
tinuously under care and treatment for the prescribed 
period, was of unsound mind, and was incurable. 
The Act contained no definition of the words “ of 
unsound mind,” but the court might require to be 
satisfied that a sufficient degree of unsoundness of 
mind existed to justify a divorce. Mere confinement 
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for five years would probably not always be sufficient 
proof of unsoundness of mind, for the Act said confine- 
ment ‘“‘ and ”’ unsoundness of mind, and the law took 
a more limited view of mental unsoundness than 
medicine, because its decisions involved alteration 
of status and control of property. A petition on this 
ground could not be served on a respondent unless the 
medical attendant or the medical officer of the 
institution were satisfied that this would not be 
detrimental to the respondent’s mental condition. 
The Act thus threw a heavy responsibility upon the 
medical man in charge. The test of the required 
degree of unsoundness of mind might conceivably 
be whether the condition made married life impossible 
or intolerable. This was practically the test that 
had been applied by Sir Gorell Barnes, a former 
president of the Divorce Division, in Oldroyd v. 
Oldrogyd (1896, p. 175), in deciding the question 
whether one spouse had left ihe other with reasonable 
cause so that the other was not entitled to restitution 
of conjugal rights. He had said: ‘ The truth is that 
in such cases it has become practically impossible for 
the spouses to live properly together.” The court 
might, however, give a stricter interpretation to the 
words ‘“ unsoundness of mind ” in a divorce suit than 
in a restitution suit. Some persons who were detained 
under a reception order behaved for most of their 
time like normal human beings, but suffered from 
recurrent manifestations of mental disorder which 
made it necessary to confine them. The court would 
probably require from the medical attendants of such 
persons cogent evidence of the degree of unsoundness 
of mind. If the respondent were a voluntary patient 
when the petition was served on him, he might 
elect to take his discharge. He would then have 
ceased to be under care and treatment when the 
petition was heard, and the court might find it 
impossible to say that he was incurably of unsound 
mind. It might not be practicable to prove that the 
respondent was incurable unless he were re-certified. 
Mr. Latey asked whether the court must be satisfied 
on medical evidence that the respondent would 
never be fully mentally sound, even though the 
condition might so improve that he would not after 
discharge be again placed under care and treat- 
ment; or whether the court must be satisfied that 
at all times in the future he must remain under 
care and treatment. If the first test were applied, 
the court might feel bound to dissolve a marriage 
although the medical evidence suggested that the 
respondent, although able to lead a harmless life 
free from restraint, would remain feeble in mind. 

A number of these petitions had already been 
presented. In one the medical attendant had stated 
that the respondent’s condition was incurable, but in 
others medical men had expressed considerable 
doubt. The secretary of the London and Counties 
Medical Protection Society had asked in the public 
and medical press! whether a doctor who gave 
information about a patient’s condition was commit- 
ting a breach of professional secrecy. Mr. Latey 
repeated a suggestion he had made when the Bill 
was passing through Parliament: that a panel of 
medical inspectors of the court should be formed, to 
inspect respondents under the directions of a judge, 
in the same way as the existing medical inspectors 
examined the parties to a nullity suit. The Act 
included a number of new grounds upon which the 
court could pronounce a marriage to have been null 
and void. A marriage could be annulled under the 
old law if one of the parties were proved to have been 


1 Lancet, March 12th, 1938, p. 634. 
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insane at the time it was solemnised. The new Act 
provided that, if the petition were filed within a year 
of the ceremony and the petitioner had not, since 
ascertaining the facts, had marital intercourse with 
the respondent, a marriage might be annulled on the 
ground that the respondent had been mentally 
defective, or subject to recurrent fits of insanity 
or epilepsy, or suffering from venereal disease in a com- 
municable form, or that a respondent’s wife was 
pregnant by another man. The phrase “ mentally 
defective ’’ was fully defined in the Mental Deficiency 
Acts. The courts would have to interpret the vague 
word “insanity,’’ but epilepsy, Mr. Latey under- 
stood, presented little difficulty either to the legal 
or the medical mind. Wilful refusal by a party to 
consummate the marriage was now a ground for a 
decree of nullity, and there was no time limit for the 
petition. Venereal disease was defined in the 
Venereal Diseases Act, 1917, as gonorrhoea, syphilis 
or soft chancre. Whether or not cutaneous venereal 
itch, evidence of which had been accepted in Stead v. 
Stead (1927) 71 Sol. J. 391 as proving adultery, was 
a venereal disease within the new Act would probably 
depend on expert medical opinion. The question 
might also arise whether inherited venereal disease 
was communicable. 
DISCUSSION 

The PRESIDENT remarked that every case which 
came before the court was decided on the particular 
facts. He did not anticipate any greater difficulty 
in deciding whether a person was incurably of unsound 
mind than in deciding any other question of fact. 
The decision lay with the judge, not with the medical 
witnesses, though they would guide his decision. 

Dr. F. J. McCann said that the diagnosis of 
virginity was by no means simple. Some hymens 
would stretch in a remarkable way, and a classical 
case was even quoted in which a woman had appeared 
to be a virgin although she had borne a cbild. 

Dr. J. L. Morr feared that, whereas the previous 
law might have chastised medical men with whips, 
under the new Act some of them would probably 
be chastised with scorpions. Before it was passed, 
the laws of lunacy should have been completely 
reformed and placed on a sure and scientific basis. 
If a mental patient could only be certified by a panel 
of experts, and if the prognosis were stated on the 
certificate, an authoritative record would exist for 
the use of the court. For the first time in the history 
of the country a person might have a decree pro- 
nounced against him witheut even knowing that a 
petition had been filed. The council of the British 
Medical Association had been advised that an opinion 
by a medical practitioner that a patient was incurably 
of unsound mind would not be protected by the 
Mental Treatment Act, 1930, s.16,and thedoctor might, 
therefore, be open to an action for negligence if the 
patient recovered. The question of epilepsy was 
one of the most difficult that medical men had to 
decide. Venereal disease could be contracted quite 
innocently, and the Act should have specified only 
genital venereal disease as a ground for nullity. 

Sir RoBERT ARMSTRONG-JONES said he had repre- 
sented the British Medical Association before the 
Matrimonial Causes Royal Commission of 1912. 
He defined an insane person as one who suffered from 
regression or reversal of the normal instincts, 
notably those of self preservation and parental care. 
He did not think that any curable case would be 
detained for as long as five years. Recovery after 
five years was highly improbable, though not unknown; 
less than 5 per cent. of all cases recovered after 
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five years’ detention. A doctor must not obstruct 
the law; would he be liable to punishment if he 
refused to certify incurability ? 

Dr. R. D. GILespte said that the Bill had caused 
medical men a good deal of anxiety. Mental hospitals 
had been unpopular enough with the public before, 
Medical superintendents were rather reluctant to 
act, both because of public opinion and because of 
their sense of loyalty to their patients. These 
considerations did not apply to outside specialists 
sent in by the petitioner. The problem of pro- 
fessional confidence was the same as under the old 
Lunacy Act; the doctor entered on the certificate 
confidences given him by a patient who often had no 
wish to see him at all. Medical opinion could never 
be a matter of certainty ; miracles occurred from time 
to time. Yet a too conservative attitude might 
stultify the Act. Even after thirty years a dementia 
precox might show complete lucidity. Was 
‘unsound mind ” to be equivalent to “ certifiable ”’ ? 
Some patients, without ever being normal, might be 
discharged under suitable conditions, and might be 
difficulty to re-certify. Many instances of mental 
disease could be labelled as “ not curable” without 
being ‘“‘ not recoverable.” Curable ” and “ recover- 


case 


able ’’ were not synonymous terms. 
Dr. E. H. Breresrorp thought curability a very 


difficult concept ; he had seen complete recovery after 
nine and fourteen years. He agreed with what 
Dr. Gillespie had said. 

The Prestpent explained that in each case the 
court would not have to decide a general problem 
of curability but whether a particular person was, on 
the evidence, so unlikely to be cured as to be for 
practical purposes incurable. The occasional miracle 
might occur in any type of case. All that any court 
or doctor could do was to say : ‘‘ Taking into considera- 
tion’ all the known facts of the case, it is 80 
unlikely that this person will ever be cured for the 
purpose of leading a reasonable married life that we 
will regard him as ‘incurable’ in the sense of the 
Act.” 

Mr. Lavery, in reply, expressed disappointment that 
no distinction had been drawn by the president 
between unsoundness of mind and incurable unsound- 
ness of mind. Was a certificate of detention for 
five years sufficient evidence of unsoundness of 
mind ? 

The PRESIDENT interpolated that such a certificate 
would only be supporting evidence to the doctor’s 
examination and opinion. 

Mr. Latrey welcomed this statement, as he was not 
satisfied with a number of original certificates of 
lunacy which he had read. He was anxious to know 
whether epilepsy in any form made it impossible for 
the victim properly to understand the nature of 
marriage. 





MANCHESTER MEDICAL SOCIETY 


At an ordinary meeting of this society held on 
April 6th, Mr. F. H. BenTLEY communicated the 
results of 

An Inquiry into Thyrotoxicosis 
He described the late results of partial thyroid- 
ectomy for thyrotoxicosis and the relationship 
between thyrotoxicosis and gastric acidity. General 
clinical examinations, basal 1uetabolic rate determina- 
tions, blood counts, and fractional gastric analyses 
(with histamine) were carried out on 84 patients 
(12 males, 72 
partial had 


thyroidectomy been done for thyro- 
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toxicosis. The average time since operation was 
eight years. The clinical results showed that 40 per 
cent. were completely well with no symptoms of any 
kind ; 23 per cent. completely well except for some 
palpitation on exertion; 30 per cent. improved 
and working but still having some complaint such 
aS nervousness, tiredness, dyspnea, irritability ; 
and 7 per cent. unsatisfactory. One-third of the 
cases examined had still a basal metabolic rate of 
more than plus 20 per cent., and a quarter of the 
eases had palpable thyroid tissue in the neck ; 
while a few of these belonged to the ‘‘ completely well ” 
group, the majority belonged to the groups where the 
result of operation was less satisfactory. There was 
some evidence in this series that sympathetic hyper- 
activity continued after thyroidectomy and that the 
sympathetic hyperactive state preceded the thyrotoxic 
one, being an agent in stimulating the thyroid into 
the increased activity of thyrotoxicosis. The gastric 
acidity had been studied in 90 thyrotoxic cases 
(7 males, 83 females) before operation as well as in the 
late post-operative series. In those studied before 
operation there was an incidence of 22 per cent. with 
anacidity (after correction for the normal incidence 
of anacidity) and 81 per cent. of cases had a maximal 
acid secretion of less than 40 units following injection 
of histamine. The corresponding figures in the late 
post-operative series were 7 per cent. and 69 per cent. 
respectively. Thus the secretion of acid, which was 
depressed during thyrotoxicosis, showed improvement 
after thyroidectomy but acid secretion did not return 
to a normal level. While there was no relationship 
between depression of acidity and the duration of 
symptoms a tendency for the depression to be more 
marked in the more severe thyrotoxic cases was noted. 
Mr. Bentley concluded that apparently two factors 
are involved in the depression of gastric acidity in 
thyrotoxicosis : one was removed by thyroidectomy, 
80 permitting acid secretion partially to rise ; and one 
continued to act, maintaining acid secretion at a 
subnormal level. The former factor was probably 
thyrotoxic-sympathetic stimulation resulting from 
thyroid toxemia, and the latter sympathetic stimula- 
tion that was part of the sympathetic hyperactivity 
in which thyrotoxicosis, originated, and that continues 
after thyroidectomy. 


OPHTHALMOLOGICAL SOCIETY’s DINNER.—On the 
first evening of the annual congress (reported else- 
where) of the Ophthalmological Society of the United 
Kingdom the members dined together at the Langham 
Hotel. Dr. Gordon Holmes presided for the second time. 
In proposing the toast of the Society he referred to the 
fact there was now a membership of nearly 600, and 
that three of the foundation members—Sir Thomas 
Barlow, Sir George Berry, and Sir Lindo Ferguson—were 
still with them. One feature of the society which had 
always struck him was its eagerness to maintain close 
contact with general medicine. In the first presidential 
address Sir William Bowman had insisted on ophthalmo- 
logists having an intimate knowledge of general] medicine, 
while a later president, Hughlings Jackson, had emphasised 
the value of the study of ophthalmology to neurology. 
Nettleship held that each surgeon of an ophthalmological 
hospital should be also on the staff of a general hospital. 
Although, in the future, public authorities might take a 
greater part in prevention and in the treatment of disease 
the aims of the society should and would remain unchanged 
—namely, the acquisition and dissemination of knowledge 
of the physiology of the eye and its disorders, Dr. P. J. 
Hay proposed the Guests very kindly and simply, reply 
being made by Sir John Parsons and Lieut.-General 
W. P. MacArthur. Mr. Leslie Paton proposed the Presi- 
dent. The toast-list being concluded there was no move 
to separate. 
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REVIEWS AND NOTICES OF BOOKS 


Practical Procedures 

Practitioner Handbooks No. III. Edited by Sir 

HumMPHRY ROLLESTON, Bart., G.C.V.O., K.C.B., 

M.D., F.R.C.P., and Atan A. Moncrierr, M.D., 

F.R.C.P. London: Eyre and Spottiswoode. 

1938. Pp. 293. 10s. 6d. 

Every doctor in general practice wants to know 
exactly how to do treatment or investigation that 
he might normally be expected to undertake, even 
if as a rule he prefers to delegate certain jobs. He 
will find here reliable descriptions of procedures that 
may for one reason or other be unfamiliar to him. 
H. L. Marriott and A. Kekwick discuss the various 
non-oral methods of administering fluids and F. A. 
Knoté the indications for, and technique of, blood 
transfusion. Sir William Willcox’s article on the 
diagnosis and treatment of poisoning, L. 8S. T. 
Burrell’s on pleural aspiration, W. G. Wyllie’s on 
lumbar puncture, and Reginald Hilton’s on blood- 
pressure estimation complete the list of medical 
procedures. On the surgical side, Sir Henry Gauvain 
describes the technique of plaster-of-Paris bandaging 
and those who have grown accustomed to the use of 
this medium will wonder how they ever made do 
with wooden splints. Circumeision in children by 
T. A. Ward, the use of two- and three-way syringes 
by Harold Dodd, injection treatment by David 
Levi, and local anzsthesia by A. Lawrence Abel are 
other surgical matters discussed. A. Dickson Wright 
treats of minor surgical affections of the skin and 
W. D. Doherty of minor injuries to soft tissues. 
Sir W. I. de Courey Wheeler describes an ingenious 
method of fixing an indwelling catheter in position, 
though the indications for using this unpleasant 
method of treatment are fortunately becoming rarer. 
Charles Keogh explains how and when an ear should 
be syringed; and there are two articles on clinical 
pathology : one, by Cuthbert Dukes, on the clinical 
examination of the urine and one, by L. Whitby, 
on the value, interpretation, and technique of blood 
counts. 

In his introduction, Sir David Wilkie expresses 
the view that the recent tendency to hand over to the 
appropriate expert all special investigations is decreas- 
ing and that the general practitioner is himself under- 
taking more and more of these investigations. Whether 
or no this is true in fact, the 17 procedures herein 
described are all well within the scope and province 
of any general practitioner who has held house 
appointments and who can bring to the task the 
necessary time and energy. 


Biologists in Search of Material 

An Interim Report on the Work of the Pioneer 

Health Centre, Peckham. lULondon: Faber and 

Faber. 1938. Pp. 104. 2s. 

UNDER the present system of medical services the 
doctor, however knowledgeable he may have become 
on the diagnosis and treatment of diseases in their 
early stages, must wait until the patient has realised 
that all is not well before he can begin to put his 
knowledge into practice. The primary diagnosis 
of ill health and the initiative in taking appropriate 
action depend upon the judgment of the patient 
himself, warped as that must be by ignorance and the 
force of economic and family considerations. The 
staff of the Peckham Health Centre have had a 
unique opportunity of assessing the value of the 
patient’s judgment in these matters, because there 


the members are submitted to a thorough medical 
overhaul and subsequent medical supervision what- 
ever may be their own opinion as to their state of 
health. In the first eighteen months work at their 
new building which was opened in 1935 they have 
examined 500 complete families, representing 1530 
individuals, over 5 years. These individuals, they have 
found, fall naturally into three broad categories, 
according as their state is one of disease, well-being, 
or health. 

The report is signed by four medical graduates, 
headed by Dr. G. Scott Williamson and Dr. Innes H. 
Pearse, and by two science graduates. The writers 
use the word disease in its sense of subjective dis- 
comfort, and the word disorder for the underlying 
condition causing the disease. In this sense they 
found that 484 of the 1530 examined showed some 
disease, and of these only 121 were actually under 
treatment. A certain number had consulted a 
doctor but had discharged themselves from his care 
as soon as he had provided sufficient palliation of their 
symptoms, but the majority had relied on proprietary 
or domestic remedies and had never sought medical 
advice, although consciously suffering for years. 
The patient it seems will only go to his doctor when 
the pain, discomfort, or limitation of action due to 
his disorder more than balance the disadvantages 
attached to reporting sick. Even where fully 
conscious of his disorder, he still does not put himself 
in his doctor’s hands until in his own opinion he has 
lost his social capacity. The most striking fact that 
has emerged at this centre is, however, the frequency 
with which a well-defined and almost assertive sense 
of well-being was associated with objective disorders. 
These disorders, which ranged from carious teeth 
to cancer, had produced no conscious discomfort, 
disability, or interference with the social or occupa- 
tional activities of the individual. No less than 
902 people came under this category, and their dis- 
orders did not differ in kind from those found in 
the category of disease. The nature and seriousness 
of the disorder did not govern the quality of the well- 
being, for the most exuberant sense of well-being 
was associated sometimes with the gravest sometimes 
with the most trivial disorder. Disorders might be 
manifest—e.g., tumours, varicose veins, shortness of 
breath—and the patient be making nothing of them ; 
or cryptic—e.g., cardiac conditions, nephritis, tumours 
of the uterus, cervix, and breast, glycosuria—and the 
patient unaware of them. The writers suggest 
that this sense of well-being springs from effective 
compensation of the body, and is accompanied by 
what may be termed subconscious suffering, inasmuch 
as when the underlying disorder is removed the subject 
is aware of relief. The sense of well-being is likely 
to reassure both the individual himself and a casual 
observer whose advice he may seek, although the 
efforts of the body at compensation make calls upon 
its reserves and _aduce additional wear and tear. 

There are at preser. no means of measuring or 
detecting health posiuvely and it can only be assumed 
to be present when no disorder can be detected. 
The writers of the Peckham report define it as *‘ the 
physiological condition of an organism living in 
mutual synthesis with its environment.’ On another 
page of this issue Prof. Ernest Barker has something 
to say of the distinction between negative and 
positive health, and the contribution which community 
centres may make to public welfare. He remarks 
how the purpose of health pervades the whole building 
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of the Peckham centre and inspires the whole of its 
life. Everyone there has a chance to settle their 
own order of things, a state described by the pioneers 
as a “sort of anarchy,” but which Prof. Barker 
prefers to call “‘a sort of polyarchy.”” Unlike as 
it is to the general community centre in almost 
every respect Prof. Barker regards the peculiar 
development of the Peckham centre as capable of 
being extended to community centres generally. 


se“ 


1937 Year Book of General Therapeutics 
Edited by Bernarp Fantvs, M.S., M.D., Professor 
of Therapeutics, University of Illinois College of 
Medicine ; and Samuex. J. Nicnamin, A.B., M.D., 
Assistant Attending Physician, Cook County 
Hospital. Chicago: Year Book Publishers. 1938. 
Pp. 496. 10s. 6d. 

Tuts, the twenty-first annual volume edited by 
Dr. Fantus in this series, takes the usual form of a 
classified of well-written detailed summaries 
of some hundreds of papers on therapeutic methods 
and their results, which have appealed to him as 
being sound, or at least worthy of further trial. 
Most, but not all, come from the American periodicals, 
and they are chosen with an eye as much to conditions 
of general practice as to the possibilities of hospital 
treatment by elaborate or time-consuming methods. 
The high light of the year under review is the wide- 
spread use of sulphanilamide and the restoration of 
faith in the possibilities of chemotherapeutics which 
its surprising success has brought. Papers are 
presented on its absorption, excretion, and dosage ; 
on its use and effects in hxmolytic streptococcal 
infections (puerperal septicemia, erysipelas, scarlet 
fever, empyema, meningitis), meningococcal infections, 
urinary infections with B. coli and B. proteus, gonor- 
rhea, and gas gangrene; and on its numerous toxic 


series 


effects. Progress is going on in many other directions, 
such as the use of vitamins and hormones, the 


development of therapeutic and prophylactic sera, 
the treatment of various conditions by artificial 
pyrexia, and the techniques of local and general 
anesthesia ; it is all presented here, in compassable 
form, ready for choice. Dr. Fantus’s twenty-one 
volumes are a notable contribution to the dissemina- 
tion of medical knowledge, which from the patient’s 
point of view is just as important as the discovery 
of new remedies. 





The Rheumatic Diseases P 
Edited by Sir Leonarp Hitt, M.B., LL.D., F.R.S., 
Director of Research, St. John Clinic and Institute 
of Physical Medicine ; and Paitie Eviman, M.D., 
M.R.C.P., Physician to St. John Clinic and Institute 


of Physical Medicine. London: Edward Arnold. 
1938. Pp. 270. 10s. 6d. 
A YEAR ago the medical staff of the St. John 


Clinic and Institute of Physical Medicine, with the 
help of certain others, gave a course of lectures on 
rheumatism to a large number of doctors, most of 
whom were in general practice, and these lectures 
have now been brought together in this book. In 
their preface the editors suggest that the treatment 
of rheumatism, like tuberculosis, should be under the 
control of the State, and that there should be similar 
systems of sanatoria in conjunction with town 
clinics. If such a scheme is ever adopted the function 
of the general practitioner may be reduced to one of 
early diagnosis and of signing the requisite form. 
In the meantime the problems of rheumatism will 
continue to occupy a large share of his surgery hours. 
As Francis Bach emphasises in his chapter on non- 
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articular rheumatic affections, many painful condi- 
tions which were formerly thought to be muscular 
in origin are to-day recognised as secondary to bone 
and joint lesions, especially of the vertebral column, 
and the practitioner will find expert knowledge 
essential if he is to sort out such cases from among 
his ‘“chronies.” At the same time accurate and 
early diagnosis with energetic treatment on his part 
would do much to prevent the accumulation of 
incurable arthritics in hospital out-patient depart- 
ments and panel doctors’ waiting-rooms. The twenty 
sections of the present book supply him with an 
account of theory and practice in both acute and 
chronic rheumatism which cannot fail to stimulate 
his interest. The varying points of view of the 
authors, their occasional disagreement—such as on 


the unitary theory of acute rheumatism and 
rheumatoid arthritis—and their informal lecture 
style make the essays entertaining as well as 


informative. 





The Neurotic Personality of Our Time 

By Dr. Karen Horney. London: Kegan Paul, 

Trench, Triibner. 1937. Pp. 299. 12s. 6d. 

THE interest of this volume lies in the fact that it 
does not concern itself with specific neurotic types, but 
with the development and struggles of the neurotic 
character. Dr. Horney makes the important point 
that we should speak of neurosis only when behaviour 
deviates from the pattern of a particular culture. 
Neurosis as a compromise in a given social setting 
cannot be over-emphasised. There is nothing 
pedantic in Dr. Horney’s exposition, for she illustrates 
her thesis by a cunning insight into the problems of 
everyday adjustment, and what she says is likely to 
be of personal value to the reader however normal 
he may believe himself to be. The chapter on 
Anxiety and Hostility is of particular practical 
value. Although obviously cradled in the Freudian 
nursery, Dr. Horney has moved far from the parent 
doctrine, and she gives critical examples in opposition 
to the theory of infantile origin for all neurotic 
formations, Her stress on the neurotic need for 
affection is, moreover, more closely allied to current 
English views than to the orthodox ones of the 
Freudian school. This is a book to be read for both 
enjoyment and instruction by specialist and lay- 
man alike. 





Practical Physiological Chemistry 
Eleventh edition. By Pump B. Hawk, M.S., 
Ph.D., President of the Food Research Laboratories 
Inc., New York City; and OLar Bercerm, M.S., 
Ph.D., Associate Professor of Physiological 
Chemistry, University of Illinois College of Medicine, 


Chicago. London: J. and A. Churchill. 1938. 
Pp. 968. 35s. 


Tue last edition of this book appeared in 1931 
and in the intervening years an outstanding number 
of discoveries of major importance in physiological 
chemistry have been made. The authors are now 
for the first time able to refer to the new essential 
amino-acid threonine, to show the Meyerhof fer- 
mentation scheme, and to give the chemical 
constitution of no fewer than four hormones and 
five vitamins. It is not surprising that they have 
found it necessary to rewrite 13 of the 35 chapters. 
They are particularly to be congratulated on causing 
the book to absorb a wonderful amount of new 
material without increasing its size by more than 
some forty pages and on maintaining throughout 
its high standard. 
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A NATIONAL HEALTH SERVICE 


In April, 1930, the British Medical Association 
published a detailed scheme for a general medical 
servite forthe nation. After eight years’ discussion 
the Association’s proposals have been issued in 
revised form and appear in the supplement of last 
week’s issue of the British Medical Journal. The 
object in view is to promote positive health and to 
‘ensure for all who need it every kind of treat- 
ment available for the care of the sick and the 
prevention of disease.” The scheme contemplates 
that everyone should be provided with the services 
of a family doctor of his own choice, and (normally 
through the agency of the family doctor) with such 
consultant, laboratory and other auxiliary services, 
and institutional treatment as may be required, 
the several parts of the complete medical service 
being ‘‘ closely coérdinated and developed by the 
application of a national health policy.” As a 
step towards these ends, it is proposed that the 
existing national health insurance medical service 
should be extended to include not only the 
dependants of the insured but also other persons 
within the £250 income limit, such as small shop- 
keepers and others in independent business, and 
persons receiving relief from the public assistance 
authorities. For all those coming within the 
enlarged scheme there would be a complete range 
of consultant, specialist, and auxiliary services. 
[t is thought that the inclusion of hospital care in 
the extended insurance service would not be prac- 
ticable, but it is recommended that the hospitals 
of the country, both voluntary and municipal, 
should work as one service and in coéperation with 
the other health services. A plan for a national 
maternity service is put forward, and the need for 
it is regarded as so urgent that its establishment 
should not await the other developments. The 
essentials of this service comprise antenatal and 
postnatal care, the services in every case of a 
certified midwife, a general practitioner chosen by 
the patient, a supply of sterilised obstetric dress- 
ings, and such consultant, laboratory, ambulance, 
and institutional services as may be necessary, 
including the provision of ‘ home helps.” 

It is contemplated that the existing health 
services of the local authorities, which deal with 
such matters as infectious disease, mental disease 
and deficiency, tuberculosis, venereal disease, 
maternity and child welfare, and school hygiene, 
would be coérdinated with the extended insur- 
ance service, but the administration of health 
functions would be limited to the councils of 
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areas with a population of not less than 75,000- 
100,000 (according to the predominantly rural or 
urban character of the area), and the administra- 
tion of hospital services would be regarded as a 
“regional problem” that might require com- 
bination of local government areas into larger 
administrative units. The arrangements outlined 
are not worked out in complete detail; but it is 
suggested that each local authority charged with 
health functions should establish a statutory com- 
mittee concerned with medical and allied services 
as distinct from environmental health services. 
This committee would assume responsibility for 
the extended insurance medical service, the 
insurance committees being abolished as recom- 
mended by the Royal Commission on National 
Health Insurance in 1926. Though no attempt is 
made to discuss methods of financing the new 
arrangements—it is indeed stated that “it is not 
within the province of the medical profession to 
express a view on the subject ’—the plan lays it 
down that the contributory principle should be 
retained, and the service would continue to be 
‘directed in its essentials from the centre and 
conducted in every area on uniform lines.”’ The 
new statutory committees of the local authorities 
would thus be responsible for two important 
medical services: one consisting, as at present, of 
medical officers selected and appointed by the 
local authority, mostly receiving salaries paid from 
the local rates aided by Exchequer grants; the 
other consisting of medical practitioners remuner- 
ated from funds created by insurance contributions 
and Exchequer grants, their duties being prescribed 
in detail by the central authority and the amount 
of their remuneration being determined by their 
popularity with insured persons. These two ser- 
vices would, it is hoped, remain distinct while 
collaborating with each other; but it is difficult 
to believe that in a national health service so 
sharp a distinction could be maintained. The 
Royal Commission on National Health Insurance 
thought it could not. 

** We are of opinion,” they said, ‘‘ that the diffi- 
culties of a composite support to a completed medical 
service from insurance fungs as well as from grants 
and rates would be so considerable alike in their 
financial, administrative, and social aspects that 
some more practical solution must be sought. In 
particular we feel sure that the wider the scope of 
these services, the more difficult will it be to retain 
the insurance principle. The ultimate solution will 
lie, we think, in the direction of divorcing the medical 
service entirely from the insurance system and recog- 
nising it along with all the other public health 
activities asa service to be supported from the general 
public funds.”’ 

Even if it be assumed that the medical care of 
insured persons will, as extended, continue to form 
part of the insurance system and retain its highly 
centralised administration, it cannot confidently 
be predicted that the present method of medical 
remuneration will be retained. The proposed 
extension would greatly increase the number of 
persons receiving medical treatment at the cost of 
public funds. The insured persons now form 
about 40 per cent. of the total population ; with 
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their dependants and the other persons to be 
brought within medical benefit they would form 
over 80 per cent. ; and the question would at once 
arise whether, in some areas at all events, medical 
remuneration might not, in the interests of 
economy, be on a salaried basis—a change that 
might have repercussions. The methods of financing 
the extended service, so far from being a subject 
outside the province of the medical profession, 
seem to be of basic importance, and may be found 
to govern the main features of the changes to be 
made. 

The need for further development of national 
health services, which is well brought out in the 
B.M.A. scheme, is emphasised in the recently 
published annual report of the Department of 
Health for Scotland for 1937, which speaks of the 
urgent necessity for constructive regional planning, 
particularly for the provision of institutional 
treatment. Modern medicine and surgery have 
become more specialised and complex, often 
requiring expensive apparatus and team-work. In 
consequence there is a growing demand for larger 
institutions fully equipped and staffed ; and since 
such institutions cannot be provided by the 
authorities of the smaller local government areas a 
need has arisen for a reorganisation of hospital 
services. Under the scheme recommended by the 
Committee on Scottish Health Services, a statutory 
hospital committee would be set up for each of the 
five regions of Scotland, in each of which the 
cottage hospitals and other smaller units would 
form a coherent whole, serving as a link between 
domiciliary practice and the larger hospitals (both 
voluntary and municipal) which would take part 
in the health system as centres for consultation 
and specialised treatment, and at the same time 





provide, in codperation with the universities, 
facilities for ordinary teaching, post-graduate 


study, and research. The Scottish report lays 
special stress on the growing importance of the 
hospital as a primary centre for the development 
of modern medical practice. The development of 
hospital services, in consequence of the Local 
Government Act of 1929, and the enormous exten- 
sion of hospital contributory schemes, is one of 
the most remarkable of recent phenomena in the 
field of public health. Its social significance seems 
likely to increase, and it may be of the first 
importance in building the comprehensive health 
service of the future. 


TOX/EMIA FROM BURNS 


TRAUMATIC shock, acute intestinal obstruction, 
and severe burns are all liable to cause rapidly 
fatal circulatory failure, and it has often been 
maintained that a factor common to these three 
kinds of trauma is responsible for their similar 
effect. Investigation of the three conditions 
nevertheless continues to suggest differences rather 
than similarities. In the British Journal of Surgery 
O’SHAUGHNEsSY and StomeE! offer further grounds 
for their conviction that in acute traumatic shock 


1 O'Shaughnessy, L. F., and Slome, D., Brit. J. Surg. April, 
1938, p. 900. 
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the development and persistence of a nervous 
“barrage”’ is of fundamental importance. As 
regards intestinal obstruction opinion is still 
wavering over the relative significance of fluid-loss 
into the lumen of the bowel, nervous impulses 
produced by acute distension, and absorption of 
toxins through the damaged wall of the gut. 
That in burns acute toxemia is the chief danger 
is indicated by work now reported from Edinburgh.? 

Wison and his colleagues recognise five stages 
in the history of a severe burn: initial shock, 
secondary shock, acute toxemia, septic toxemia, 
and healing. On examination within two hours of 
the burn only 5 of the 40 patients studied had 
blood pressures below normal, and as the cases 
were specially chosen for their severity it is con- 
cluded that initial shock (which is probably 
nervous) is comparatively unimportant. The next 
stage, secondary shock, may possibly be attributed 
to an early toxemia, but there are reasons for 
distinguishing it both from toxemia on the one 
hand and from the effects of bacterial invasion on 
the other. Clinically it resembles, or is identical 
with, the condition known as surgical shock: the 
skin is cold and clammy, the lips, cheeks, and ears 
ashen grey, and the rectal temperature subnormal. 
The blood pressure falls and there may be thirst, 
air-hunger, and vomiting. The degree of this 
secondary shock is known to be related to. the 
proportion of the skin surface damaged, and in the 
Edinburgh cases it was always observed when 
more than 20 per cent. of the skin was injured 
The third stage, acute toxemia, did not nece 
sarily develop even after the most serious burn 
In some cases, however, it was overwhelming, an} 
it is cited as the immediate cause of death i 
13 of the 40. It came on at any time betwee 
six and fifty hours after the accident, and the first 
symptom was vomiting, sometimes with altered 
blood in the vomit. The mental state was charac- 
teristic : ‘‘ the child became apathetic and listless, 
and yet curiously and sometimes intensely irritable 
and restless, made repeated efforts to change 
position, and evinced special resentment at finding 
the movement of the limbs restrained.’’ The 
rectal temperature was always high and as a rule 
hyperpyrexia was persistent and progressive. The 
circulatory failure was profound in the periphery, 
but the systolic blood pressure usually remained 
at or near a normal level till within a few hours of 
death ; the diastolic pressure, however, often rose, 
and the pulse pressure thus diminished. No sign 
of anhydremia could be found; the hemoglobin 
content of the capillary blood remained normal. 
Post mortem there was one most significant and 
important observation: the liver showed necrosis 
and degeneration. In the advanced stage the 
naked-eye appearances were characteristic: the 
liver was light yellow, soft and greasy, and friable, 
with an increase of the lobular marking; and 
microscopically it showed degeneration comparable 
to that of “‘ acute yellow atrophy.” Where death 
took place in the earlier stage, described as 


2 Wilson, W. C., MacGregor, A. R., and Stewart, C. P., Ibid, 
p. 826. 
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secondary shock, no such liver changes were 
found; nor were they found after death from 
bacterial infection unless acute toxemia had been 
a feature of the illness. Cultures from blisters, 
fissures, and raw surfaces yielded no evidence of 
bacterial invasion in the stage of acute toxzemia, 
and often such cultures showed no growth up to 
ninety hours from the injury. Hzmolytic strepto- 
coccal infection of the burned area, which at a 
later stage may cause death from septicemia, is, 
it seems, not the cause of acute toxemia. Hypo- 
chloreemia and acidosis were inconstant. 

This work suggests that, under the conditions of 
modern treatment, the prevention of acute toxemia 
is the most vital necessity in burns. Save in the 
very. worst cases, administration of heat and fluid 
is effective in combating shock, and the use of 
tannic acid, especially with an antiseptic such as 
gentian-violet, has gone far to prevent sepsis. 
Witson, MacGregor, and Stewart put forward 
an explanation why tannic acid is not always 
successful in controlling acute toxemia : they have 
noted that very deep, as well as very superficial, 
burns seldom give rise to severe toxzemia, and it is 
possible that absorption of toxins from deep burns 
is hindered by destruction of the vascular dermis. 
aenclusion is that when the burn is more 
it is essential to ensure the penetra- 
cid, and if so it is a matter of 
scide whether this purpose is 
e stronger or the weaker 
tion of glucose is approved 
g damage to the liver when 
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the need for precautions 
‘hough acquiescence in that 
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it is obvious that the civilian population in time 
of war may be as much exposed to attack as were 
front-line troops in the last war; and among air- 
raid precautions must be considered not only 
material defence but safeguards against break- 
down of the morale of the people exposed to attack. 
War is no longer a more or less gentlemanly 
affair carried on between a specialised group of 
combatants on either side. 

At first sight the situation seems hopeless, for 
how can we expect an undisciplined mass of non- 
combatants to endure without panic conditions 
that are supposed to call for the prolonged training 
of the professional soldier? We may, however, 
be making too low an estimate of the powers of 
resistance of civilised man, and when we recall 
that our armies in the last war were made up 
largely of men who had had little preparation for 
its horrors and beastliness, we must suppose that 
our civilisation does not of necessity sap our 
courage. Shell-shock, a name under which were 
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grouped cases in which the conscious mind of the 
sufferer was no longer capable of effective control 
of the fearful emotions even when danger was over, 
was always an individual breakdown, and is to 
be sharply distinguished from collective panic, 
from which our hurriedly trained army was immune, 
though it has been often described among regular 
troops. Médecin-Colonel Frrpoure-BLanc,! who 
refers to hundreds of recorded examples of this 
typical herd reaction, notes that it can affect the 
bravest, and describes graphically how the con- 
tagious terror spreads from group to group. In 
curious contrast to such panics is the effect that 
air raids are having upon helpless civilians in 
Spain and China; for it is clear that they have 
led to a stiffening of military resistance—a resistance 
that must depend upon, and is fed by, the spirit 
of the civilian population. Man is a herd animal, 
it is true; but the development of individual 
freedom of thought and action lessens the herd 
influence and the likelihood of such a character- 
istic herd reaction as contagious panic. The 
training of the soldier, and of the population in 
some countries, involves the subjection of individual 
qualities, and the cultivation of an unreasoning 
acceptance of the beliefs and behaviour pattern 
of the herd; the undoubted immediate success 
of this training depends upon the contagion of 
emotional states that marks the instinct of the 
herd. So long as the emotional state is fitting 
to the circumstances all is well, and the emotional 
state artificially produced in a body of trained 
and disciplined men, with its subordination of the 
individual to the organisation, gives a desirable 
cohesion and unanimity of behaviour. Yet it is 
now instinctive rather than reasoning and has the 
all-or-none character of instinctive reactions; if 
another emotion, such as fear, suddenly appears 
in a few members of the herd, the ground has been 
so well prepared for immediate contagion that 
panic readily follows. We can now understand 
that 300 panics were recorded in European armies 
between 1782 and 1815. We have yet to learn how 
the over-disciplined nation may react to serious 
reverse, but it is to be noted that TroTrErR’s 
prophecy ? that Germany would collapse before 
any fighting took place on her own soil was based 
upon his study of the nature of the cohesive power 
of her people. 

The advantages of discipline are undeniable ; 
for fighting purposes it is indispensable, and the 
discipline that depends upon submergence of the 
individual in the mass produces a formidable 
machine before which an undisciplined crowd 
would be helpless, even with equality of armament. 
Yet, as we have seen, discipline may be no safe- 
guard against panic, and a people still holding 
to a faith in personal freedom may, against danger 
and threatening danger, possess a power of 
resistance which, based upon instincts as all our 
behaviour must be, is nevertheless more personal 
and therefore more stable than one that has been 
built upon the emotional state of the herd. 

1 Pr. méd. April 2nd, 1938, p. 521. 


* Trotter, W., Instinct of the Herd in Peace and War. 
London, 1916. 
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their dependants and the other persons to be 
brought within medical benefit they would form 
over 80 per cent. ; and the question would at once 
arise whether, in some areas at all events, medical 
remuneration might not, in the interests of 
economy, be on a salaried basis—a change that 
might have repercussions. The methods of financing 
the extended service, so far from being a subject 
outside the province of the medical profession, 
seem to be of basic importance, and may be found 
to govern the main features of the changes to be 
made. 

The need for further development of national 
health services, which is well brought out in the 
B.M.A. scheme, is emphasised in the recently 
published annual report of the Department of 
Health for Scotland for 1937, which speaks of the 
urgent necessity for constructive regional planning, 
particularly for the provision of institutional 
treatment. Modern medicine and surgery have 
become more specialised and complex, often 
requiring expensive apparatus and team-work. In 
consequence there is a growing demand for larger 
institutions fully equipped and staffed ; and since 
such institutions cannot be provided by the 
authorities of the smaller local government areas a 
need has arisen for a reorganisation of hospital 
services. Under the scheme recommended by the 
Committee on Scottish Health Services, a statutory 
hospital committee would be set up for each of the 
five regions of Scotland, in each of which the 
cottage hospitals and other smaller units would 
form a coherent whole, serving as a link between 
domiciliary practice and the larger hospitals (both 
voluntary and municipal) which would take part 
in the health system as centres for consultation 
and specialised treatment, and at the same time 
provide, in coédperation with the universities, 
facilities for ordinary teaching, post-graduate 
study, and research. The Scottish report lays 
special stress on the growing importance of the 
hospital as a primary centre for the development 
of modern medical practice. The development of 
hospital services, in consequence of the Local 
Government Act of 1929, and the enormous exten- 
sion of hospital contributory schemes, is one of 
the most remarkable of recent phenomena in the 
field of public health. Its social significance seems 
likely to increase, and it may be of the first 
importance in building the comprebensive health 
service of the future. 


TOX/EMIA FROM BURNS 


TRAUMATIC shock, acute intestinal obstruction, 
and severe burns are all liable to cause rapidly 
fatal circulatory failure, and it has often been 
maintained that a factor common to these three 
kinds of trauma is responsible for their similar 
effect. Investigation of the three conditions 
nevertheless continues to suggest differences rather 
than similarities. In the British Journal of Surgery 
O’SHAUGHNEsSY and SLoME? offer further grounds 
for their conviction that in acute traumatic shock 


1 O’Shaughnessy, L. F., and Slome, D., Brit. J. Surg. April, 
1938, p. 900. 
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the development and persistence of a nervous 
“barrage”’ is of fundamental importance. As 
regards intestinal obstruction opinion is still 
wavering over the relative significance of fluid-loss 
into the lumen of the bowel, nervous impulses 
produced by acute distension, and absorption of 
toxins through the damaged wall of the gut. 
That in burns acute toxemia is the chief danger 
is indicated by work now reported from Edinburgh.? 

Wison and his colleagues recognise five stages 
in the history of a severe burn: initial shock, 
secondary shock, acute toxemia, septic toxemia, 
and healing. On examination within two hours of 
the burn only 5 of the 40 patients studied had 
blood pressures below normal, and as the cases 
were specially chosen for their severity it is con- 
cluded that initial shock (which is probably 
nervous) is comparatively unimportant. The next 
stage, secondary shock, may possibly be attributed 
to an early toxemia, but there are reasons for 
distinguishing it both from toxemia on the one 
hand and from the effects of bacterial invasion on 
the other. Clinically it resembles, or is identical 
with, the condition known as surgical shock: the 
skin is cold and clammy, the lips, cheeks, and ears 
ashen grey, and the rectal temperature subnormal. 
The blood pressure falls and there may be thirst, 
air-hunger, and vomiting. The degree of this 
secondary shock is known to be related to. the 
proportion of the skin surface damaged, and in the 
Edinburgh cases it was always observed when 
more than 20 per cent. of the skin was injured. 
The third stage, acute toxemia, did not neces- 
sarily develop even after the most serious burns. 
In some cases, however, it was overwhelming, and 
it is cited as the immediate cause of death in 
13 of the 40. It came on at any time between 
six and fifty hours after the accident, and the first 
symptom was vomiting, sometimes with altered 
blood in the vomit. The mental state was charac- 
teristic : ‘‘ the child became apathetic and listless, 
and yet curiously and sometimes intensely irritable 
and restless, made repeated efforts to change 
position, and evinced special resentment at finding 
the movement of the limbs restrained.’’ The 
rectal temperature was always high and as a rule 
hyperpyrexia was persistent and progressive. The 
circulatory failure was profound in the periphery, 
but the systolic blood pressure usually remained 
at or near a normal level till within a few hours of 
death ; the diastolic pressure, however, often rose, 
and the pulse pressure thus diminished. No sign 
of anhydremia could be found; the hemoglobin 
content of the capillary blood remained normal. 
Post mortem there was one most significant and 
important observation: the liver showed necrosis 
and degeneration. In the advanced stage the 
naked-eye appearances were characteristic: the 
liver was light yellow, soft and greasy, and friable, 
with an increase of the lobular marking; and 
microscopically it showed degeneration comparable 
to that of “‘ acute yellow atrophy.” Where death 
took place in the earlier stage, described as 

ar W. C., MacGregor, A. R., and Stewart, C. P., Ibid, 
Dp. 826. 
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secondary shock, no such liver changes were 
found; nor were they found after death from 
bacterial infection unless acute toxzemia had been 
a feature of the illness. Cultures from blisters, 
fissures, and raw surfaces yielded no evidence of 
bacterial invasion in the stage of acute toxemia, 
and often such cultures showed no growth up to 
ninety hours from the injury. Hemolytic strepto- 
coccal infection of the burned area, which at a 
later stage may cause death from septicemia, is, 
it seems, not the cause of acute toxemia. Hypo- 
chlorzemia and acidosis were inconstant. 

This work suggests that, under the conditions of 
modern treatment, the prevention of acute toxemia 
is the most vital necessity in burns. Save in the 
very-worst cases, administration of heat and fluid 
is effective in combating shock, and the use of 
tannic acid, especially with an antiseptic such as 
gentian-violet, has gone far to prevent sepsis. 
Witson, MacGrecor, and Stewart put forward 
an explanation why tannic acid is not always 
successful in controlling acute toxemia : they have 
noted that very deep, as well as very superficial, 
burns seldom give rise to severe toxzemia, and it is 
possible that absorption of toxins from deep burns 
is hindered by destruction of the vascular dermis. 
Their conclusion is that when the burn is more 
than superficial it is essential to ensure the penetra- 
tion of the tannic acid, and if so it is a matter of 
some urgency to decide whether this purpose is 
better served by the stronger or the weaker 
solutions. Administration of glucose is approved 
as a means of mitigating damage to the liver when 
toxemia has developed. 


AIR RAIDS, DISCIPLINE, AND PANIC 


Few now question the need for precautions 
against air raids; though acquiescence in that 
need opens up a gloomy prospect of nations 
organised for war, with their populations trained 
and disciplined to accept war-like preparation. 
British traditions and outlook make such methods 
of national organisation repugnant to us. Yet 
it is obvious that the civilian population in time 
of war may be as much exposed to attack as were 
front-line troops in the last war; and among air- 
raid precautions must be considered not only 
material defence but safeguards against break- 
down of the morale of the people exposed to attack. 
War is no longer a more or less gentlemanly 
affair carried on between a specialised group of 
combatants on either side. 

At first sight the situation seems hopeless, for 
how can we expect an undisciplined mass of non- 
combatants to endure without panic conditions 
that are supposed to call for the prolonged training 
of the professional soldier? We may, however, 
be making too low an estimate of the powers of 
resistance of civilised man, and when we recall 
that our armies in the last war were made up 
largely of men who had had little preparation for 
its horrors and beastliness, we must suppose that 
our civilisation does not of necessity sap our 
courage. Shell-shock, a name under which were 
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grouped cases in which the conscious mind of the 
sufferer was no longer capable of effective control 
of the fearful emotions even when danger was over, 
was always an individual breakdown, and is to 
be sharply distinguished from collective panic, 
from which our hurriedly trained army was immune, 
though it has been often described among regular 
troops. Médecin-Colonel FrRreourG-BLaNnc,! who 
refers to hundreds of recorded examples of this 
typical herd reaction, notes that it can affect the 
bravest, and describes graphically how the con- 
tagious terror spreads from group to group. In 
curious contrast to such panics is the effect that 
air raids are having upon helpless civilians in 
Spain and China; for it is clear that they have 
led to a stiffening of military resistance—a resistance 
that must depend upon, and is fed by, the spirit 
of the civilian population. Man is a herd animal, 
it is true; but the development of individual 
freedom of thought and action lessens the herd 
influence and the likelihood of such a character- 
istic herd reaction as contagious panic. The 
training of the soldier, and of the population in 
some countries, involves the subjection of individual 
qualities, and the cultivation of an unreasoning 
acceptance of the beliefs and behaviour pattern 
of the herd; the undoubted immediate success 
of this training depends upon the contagion of 
emotional states that marks the instinct of the 
herd. So long as the emotional state is fitting 
to the circumstances all is well, and the emotional 
state artificially produced in a body of trained 
and disciplined men, with its subordination of the 
individual to the organisation, gives a desirable 
cohesion and unanimity of behaviour. Yet it is 
now instinctive rather than reasoning and has the 
all-or-none character of instinctive reactions; if 
another emotion, such as fear, suddenly appears 
in a few members of the herd, the ground has been 
so well prepared for immediate contagion that 
panic readily follows. We can now understand 
that 300 panics were recorded in European armies 
between 1782 and 1815. We have yet to learn how 
the over-disciplined nation may react to serious 
reverse, but it is to be noted that TRroTrErR’s 
prophecy ? that Germany would collapse before 
any fighting took place on her own soil was based 
upon his study of the nature of the cohesive power 
of her people. 

The advantages of discipline are undeniable ; 
for fighting purposes it is indispensable, and the 
discipline that depends upon submergence of the 
individual in the mass produces a formidable 
machine before which an undisciplined crowd 
would be helpless, even with equality of armament. 
Yet, as we have seen, discipline may be no safe- 
guard against panic, and a people still holding 
to a faith in personal freedom may, against danger 
and threatening danger, possess a power of 
resistance which, based upon instincts as all our 
behaviour must be, is nevertheless more personal 
and therefore more stable than one that has been 
built upon the emotional state of the herd. 

1 Pr. méd. April 2nd, 1938, p. 521 


2 Trotter, W., Instinct of the Herd in Peace and War. 
London, 1916. 
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HOLIDAYS WITH PAY 


Last August! we drew attention to some of 
the evidence submitted to the Committee on 
Holidays with Pay. The Minister of Labour has 
now presented the committee’s report ? to Parlia- 
ment, and some of the information it has collected 
is as important as its recommendations. An 
attempt is made, in an appendix to the report, 
to estimate the probable number of work-people 
who are already receiving holidays with pay, and 
the proportion is surprisingly large. There are 
roughly 18} million manual workers and non- 
manual workers earning less than £250 a year in 
the employment field, of whom approximately 
7? million, or 42 per cent., are entitled to holidays 
with pay by agreement or custom. If the caleu- 
lation is confined to those in actual employment, 
the numbers are reduced to 163? million and 7} 
million, the proportion receiving holidays remajn- 
ing nearly the same—viz., 43 per cent. If all 
persons are included who do non-manual work but 
earn more than £250 a year, with the exception 
of professional workers and those occupied on 
their own account, the total number of people 
actually employed at work at December, 1937, 
was probably 174 million, of whom about 8 million, 
or 46 per cent., were enjoying holidays with pay. 
No account is taken in these estimates of the 
number not qualifying for holidays by reason of 
short or changing employment ; but, on the other 
hand, the extent to which domestic servants receive 
paid holidays is possibly understated. 

The extension of this privilege is therefore not such 
a large problem as appeared when the committee 
began its deliberations a year ago. It is strongly 
recommended that an annual holiday with pay 
should be established without undue delay as part 
of the terms of contract of all employees covered 
by the compulsory State insurance schemes, 
whether at the present or any future income levels. 
The holiday should be of at least one working 
week, on consecutive days as far as practicable, 
and fall within the period of summer time. The 
arrangements should be made as soon as possible 
by collective bargaining in industries where this 
machinery exists for other purposes; an interim 
period should be allowed for amicable settlement 
of this kind, but legislation should be passed in 
the Parliamentary session 1940-41 making such 
negotiations and agreements obligatory, with 
provision for settlement by arbitration. For 
intermittent types of employment, such as building 
and port transport, earlier legislation should aim 
at spreading the cost over employers under State 
coordination. The powers of statutory bodies 
enforcing minimum rates of wages—i.e., trade 
boards and agricultural wages committees—should 
be immediately enlarged to cover holidays with 
pay. Domestic staff in private employment 
should be given early statutory entitlement to 
two weeks’ holiday with pay, not necessarily 
consecutive. 


1 Lancet, 1937, 2, 327 


2 Report of the Committee on Holidays with Pay. London: 


H.M. Stationery Office (Cmd. 5724.) 1s. 3d 
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The committee has been impressed with the 
economic and transport problems already created 
by the concentration throughout the whole country 
of holidays in one short. period of weeks in the 
summer, and realises that these would be intensified 
if its recommendations were adopted. Evidence 
from the Board of Education indicates that changes 
in the holiday periods of elementary schools might 
not present any serious difficulty if local education 
authorities were pressed by public opinion to 
consider the matter. In secondary schools the 
preparation for, and dates of, examinations might 
make such changes a little more awkward, and 
the dates of such examinations should therefore 
be reconsidered. Obviously families desire to be 
free to go on holiday together as far as this is 
possible, and the simplest method seems to be 
‘staggering ” of the holidays of all sections of 
the population as between place and place. For 
instance, a custom has long existed whereby the 
people of Glasgow and some other towns in the 
West of Scotland take their vacation in July, 
whereas August is the holiday month in Edin- 
burgh and the east. The committee favours the 
development of this practice to cover shorter 
periods. It adds a suggestion that establishments 
might be set up, catering on a large scale for 
workers and their families on holiday, which would 
be available from time to time for wide areas if 
staggering of holidays were adopted. 

The report contains interesting sections on the 
history of holidays for work-people, the position 
overseas and in foreign countries. It is eminently 
readable and, as will have been gathered, its 
recommendations are enlightened. In some respects 
the health of the people has been at least as much 
influenced in the past by social and industrial 
changes as by advance in medical knowledge and 
practice. The mental and physical benefits of 
holidays with pay may prove to be significant 
factors for the betterment of the public health. 


GUY’S 

Guy’s has the reputation of being a rich hospital ; 
and indeed it was wholly supported by endowments 
until the end of the nineteenth century and has 
since made only three appeals. For 150 years the 
income derived from land in Essex, Herefordshire, 
and Lincolnshire sufficed to maintain the work in 
London, but agriculture has been in a bad way since 
the late war, and the endowments nowadays bring in 
less than £70,000, whereas the annual expenditure is 
over £220,000. The idea that the hospital is wealthy no 
doubt accounts for the comparatively small support 
it gets from the general public; in 1936 the total 
from subscriptions, donations, and box collections 
was only £20,548. Nearly two years ago an appeal 
was made for £500,000, and on Tuesday last it was 
announced that Viscount Nuffield, the treasurer, has 
offered £80,000 for enlargement of the nurses’ home 
provided the remaining £316,000 needed for rebuilding 
can be secured. A letter appearing this week in our 
correspondence columns shows how urgent the situation 
is becoming. Subscriptions may be sent to Lord 
Nuffield at the hospital (London, 8.E.1). 





ev Fe ee 


ns 


as 
as 
ne 
ne 
ur 
on 


rd 








THE LANCET] 





[may 7, 1938 1063 


ANNOTATIONS 


CLAIMS ON THE ATHER 


A RATHER delicate situation arises out of rival claims 
to the capacity of the ether to serve two masters. One 
is the public which has to be amused, or instructed, or 
perhaps advised of catastrophe by means of signals 
sent by way of certain wave-lengths. The other 
is the electrologist who has a claim, prior both in 
time and intent, on these same wave-lengths for 
medical treatment. Modern diathermy machines 
emit oscillations which are of similar frequencies 
to those which will convey information or amuse- 
ment. Interference is inevitable, but it works only 
one way: television becomes blurred when operated 
within a mile of a hospital diathermy set, but the 
treatment is not upset by the entertainment. Here 
is a case which might be brought into court and 
laughed out of it by judge or counsel with the wit 
to see that there is no reason why both claims should 
not be perfectly well met. Electrical screening of 
rooms in which electro-medical apparatus is used 
is dealt with in a circular issued by the radio branch 
of the General Post Office. The experts responsible 
for this memorandum know their job, which is to 
safeguard the transmission of their particular forms 
of entertainment ; and this memorandum is a very 
practical one in the sense that it tells us quite clearly 
that interference can reach a radio receiver by only 
two means, either (1) by conduction along the mains 
or (2) by radiation direct to the receiving aerial. 
Mains-borne interference can be easily got over, but 
direct radiation is a much more difficult matter ; it 
can only be suppressed by enclosing in an electrical 
screen or Faraday cage not only the apparatus but 
also the patient and the operator. The cost of 
dealing with a room 12 by 16 by 8 ft. in this way is 
about £20 ; if it is done at the time the department is 
planned this sum would include the cost of screening 
the room and fitting a mains filter. The G.P.O. 
memorandum overlooks the possibility of allocating 
to hospitals as their prerogative certain bands of 
wave-lengths in the «ther. If this were done the 
designers of instruments would, we think, bend 
their energies to devising apparatus capable of 
emitting the particular range of frequencies in work- 
able intensities. Furthermore it might very well 
lead to a salutary development in the efficiency of 
diathermy and other appliances, and the abandon- 
ment of apparatus depending upon spark excitation. 
The valve is a more trustworthy emitter than the 
spark, and its potentialities have not yet been 
exhausted. 


TRANSPLANTATION OF EPITHELIAL TISSUES 


THE successful use of transparent corneal grafts 
to replace corneas rendered opaque by injury or 
disease is now becoming almost commonplace. 
Prof. Filatov of Odessa, one of the chief exponents 
of the method,’ now suggests its application to the 
treatment of chronic affections of other epithelial 
structures.2, He has found, he says, that various 
tissues, preserved in the cold, have a therapeutic 
action when transplanted into diseased tissues of the 
same histological type, and his idea is that their action 
as transplants is “ autocatalytic.” In the cornea 
the toxic substances which are produced by inflam- 
matory processes are neutralised by this autocatalytic 
process, and the protoplasm is restored to its normal 


 Filatov, V. P., Lancet, 1937, 1, 1395. 
* Filatov, Journal Médicale (Kiev), 1937, 7, 757 


intracellular disposition. In other tissues the specific 
property is similarly re-established ; elasticity, for 
example, is restored to the skin or to the sclera. 
Preserved tissues are usually employed; skin, 
cornea, mucous and vascular membranes have all 
been used. The autocatalysis takes place in the 
tissues of the host, but it is said to be stimulated by 
the catalysers of the transplant. Filatov has suecess- 
fully applied the method of transplantation in a case 
of retinitis pigmentosa and in one of tuberculous 
uveitis. In a case of pannus, mucosa was trans- 
planted with a good result. Skin has been trans- 
planted in psoriasis and in a case of cutaneous 
tuberculosis in a rabbit—apparently with good effect. 
Preservation of the skin up to four months does not 
appear to destroy its properties. The character of 
the pathological process is regarded as relatively 
unimportant so long as the transplant is of the same 
histological type as the tissue into which it is intro- 
duced. The first case of lupus in which Filatov tried 
the method gave results that surpassed all his hopes. 
He excised an ulcer and covered the defect with skin 
taken from a cadaver and preserved in the cold. 
Within 48 hours there was conspicuous improvement ; 
the ulcer cicatrised rapidly, and healing took place 
both of the face and of the mucous membrane of 
the nose. In 26 days the healing process slowed down 
but it was restored by further transplant of pieces of 
skin. In a case of lupus of the hand, similarly treated 
with skin from a cadaver, improvement was sudden. 
By the 17th day after operation the greater part of 
the ulcer was cicatrised and the infiltratng tissue 
had been absorbed. Similar success has been obtained 
in two further cases of lupus of the face, in one case of 
scleroderma, one case of cutaneous cicatricial hyper- 
trophy, and in one case of ulcer of the leg which had 
refused to heal. The transplanted skin in these cases 
is regarded by Filatov not merely as a covering for 
the defect produced by destruction of the skin, but 
as the agency that cuts short the pathological process. 
As he regards the corneal transplant in a similar light, 
he is here pressing home an analogy that might not 
be generally accepted. 


BLOOD PRESSURE AND EMOTIONAL 
INSTABILITY 


TuHaT physiological tests can profitably be used to 
eliminate would-be aeroplane pilots who are psycho- 
logically unfitted for the wofk began to be recognised 
during the war. Those most in touch with the 
problem of selecting aviators are satisfied that unstable 
or neurotic men will not do; the requirements and 
stress of flying do not accord with a fundamentally 
nervous temperament, however brilliant and daring 
the occasional exploits which such a temperament 
may provoke. Continued efforts have therefore 
been made to substitute readily made _ physical 
measurements for a lengthy subjective psychological 
method, more like history-taking, of detecting 
candidates who are emotionally unstable without being 
obviously so. At the physiological research laboratory 
of the United States Army Air Corps, the director, 
Captain Armstrong, has found a surprisingly high 
correlation between the cardiovascular findings and 
the emotional stability of a series of 700 applicants 
for flying training.! Those’ who were assessed by 
the customary personality study as emotionally 
unstable were found to have readings above an 
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arbitrarily fixed blood-pressure level of 134/90 mm. Hg 
or a pulse-rate of 90. Allowance was made for a 
range of 3 points on either side of each arbitrary 
figure, and findings within that range were credited 
with agreeing with the results of the personality 
study. The correlation between instability and high 
cardiovascular findings for the whole group of unstable 
candidates was 0-88. 

In all sorts of occupations a ready means of detecting 
emotional instability would be welcome, though it 


would be stupid to assume that mild emotional 
instability is necessarily a disqualification or defect. 
It is moreover necessary to recognise, as Captain 


Armstrong does, that his correlations were obtained 
with healthy young men and cannot safely be supposed 
to hold true for women or for other age-groups 
and perhaps not even for young men in other countries. 

The experience of the Royal Air Force seems to 
be? that systolic pressure up to 160 is relatively 
common in candidates, and that provided the diastolic 
is between 80 and 60 and the cardiovascular efficiency 
normal, the high systolic reading may safely be 
ignored. A point of interest in the investigation is 
the discovery of as many as 399 rated as unstable 
among the 700 normal young men examined. This 
high proportion may suggest an explanation of the 
alarmist and exaggerated statements often made 
about the incidence of neurosis in the general popula- 
tion ; it depends solely on the physician’s arbitrary 
standard as to whether he calls a man neurotic or 
normal (though perhaps emotionally unstable). With 
a sufficiently rigorous standard only the phlegmatic 
can escape being called neurotic. 


X RAY THERAPY AT VERY HIGH VOLTAGES 

DuRING the last five years electrical engineering in 
the United States of America has advanced so rapidly 
that there are now a number of X ray plants operating 
at a million volts. Of these one of the most ingenious 
and reliable is the static apparatus described by 
J. G. Trump and R. J. van der Graaff,’ and an account 
of clinical work with this apparatus which operates 


regularly at 1,200,000 volts is given by Richard 
Dresser and Jack Spencer from the Collis P. 


Huntington Memorial Hospital, Boston. They have 
treated 101 cases of malignant disease, and they have 
already noted important differences distinguishing 
the effect of supervoltage radiation from ordinary 
X ray therapy at 200 kv. The two important 
advantages claimed are increased skin tolerance and 
greater penetrating power which allows a much higher 
depth dose to be given to deep-seated tumours, with 
much less general reaction in the form of nausea 
and vomiting. The regions in which most benefit 
may be expected from the use of high voltages are 
the wsophagus, the bladder or prostate, and the 
uterine cervix, but there is said to be an improve- 
ment, particularly from reduced systemic effect, 
in the results obtained in cancers of the breast and 
of the pharynx and larynx. In this country the only 
therapy set designed to operate at a million volts is 
that at St. Bartholomew’s Hospital. Much careful 
work has already been done on the physical side, and 
L. H. J. Phillips and G, 8. Innes described to the 
British Institute of Radiology at a meeting on April 7th 
the tests which they have already carried out, These 
show that the high output from this Metropolitan- 
Vickers constantly evacuated tube allows the use of 
filters heavy enough to remove all longer wave- 
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lengths from the beam, leaving only these wave- 
lengths for which the American workers claim great 
advantages. Doubtless those conducting X ray 
therapy research at various centres in this country 
are now anxious to obtain for trial this elaborate 
and costly apparatus whose efficiency on the physical 
side seems to be established. 


CROSS-INFECTION IN DIPHTHERIA WARDS 


Tue study of the serological and other types of 
bacterial species has led to several practical develop- 
ments and one of the most important applications, 
as yet only partially explored, of the newer work has 
been to the study of cross-infection in wards and 
institutions. Serological methods, as Dr. Allison 
clearly shows on another page, provide a means of 
tracing with considerable precision the spread of 
infection from patient to patient and they make it 
clear that much infection of the kind which may be 
called “ preventable ’ takes place among the inmates 
of hospitals, Using F. Griffith’s slide agglutination 
method for following up cross-infection with haemo- 
lytic streptococci, Okell and Elliott? have shown 
that a considerable amount of such infection is 
almost normal in the average oto-rhinological ward. 
Keevil and Camps’s work on similar lines suggests 
that it is probably far more common in the general 
wards of hospitals than is realised.2, Gunn and 
Griffith * and more recently Allison and Brown 4 
have shown how reinfection with hemolytic strepto- 
cocci may take place in scarlet fever wards. Drs. Glass 
and Hedley Wright ° have now studied cross-infection 
as it occurs in diphtheria wards. These authors have 
not used the serological method but have based 
their conclusions on the study of changes in bacterial 
type (gravis, mitis, and ‘‘intermediate’’) which 
take place in patients during their sojourn in hospital. 
The method is not of course as precise as that of 
agglutination, but it provides clear and abundant 
evidence that cross-infection in diphtheria wards is 
both prevalent and serious. On the basis of a study 
of 246 patients in such wards the conclusion was 


reached that 36-6 per cent. of patients become 
infected with a new type of diphtheria bacillus 
during their stay in hospital. Among patients 


warded for more than two months the rate of cross- 
infection reached the still higher figure of 68 per cent. 
Looked at from another angle it appeared that the 
persistence of diphtheria bacilli in the nose or throat 
was responsible for the hospitalisation of 76 per cent. 
of cases and of these persistent cases 80 per cent. 
could be referred to cross-infection. Glass and Wright 
state that they have recently seen at least a dozen 
cases in the course of a few weeks in which stays in 
hospital of from 120 to 160 days were due solely 
to this cause. They calculated that the cost to the 
administration was about £50 a patient. Disease 
is always a costly affair to the community and even 
the more extravagant methods of preventing it can 
generally be shown to be sound political economy. 
The prevention or even the substantial reduction of 
cross-infection in hospitals and similar institutions 
would certainly call for some reforms in organisation, 
which would not only be very sweeping and very 
expensive but would incidentally bring with them 
new problems in hospital administration. Once 
the public as well as the profession are convinced of the 
need for them, economic and administrative con- 


1 Okell, C. C., and Elliott, S. D., Lancet, 1936, 2, 836. 
* Keevil, N. L., and Camps, F. E., Ibid, 1937, 2, 207 
* Gunn, W., and Griffith, F., J. Hyg., Camb. 1928, 38, 250. 
* Allison, V. D., and Brown, W. A., Ibid, 1937, 37, 152. 
® Glass, V.,and Wright, H. D., bid, March, 1938, p. 248. 
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siderations will give way to ethical ones. Meanwhile 
all concerned will be increasingly uncomfortable 
and from this discomfort may arise a solution which 
will be practicable without drastic reorganisation. 


A BROADCAST ON RHEUMATISM 


In America May 2nd is observed as National Child 
Health Day and this year the American Heart 
Association marked the occasion by an international 
broadcast on rheumatic heart disease. Lord Horder, 
as chairman of the British Empire Rheumatism 
Council, spoke from the B.B.C. and was followed, 
from the other side, by Dr. Homer Swift of the 
Rockefeller Institute, Dr. William J. Kerr of San 
Francisco, and Dr. T. Duckett Jones of Boston. 
The speakers gave figures illustrating the importance 
of the disease, and outlined the ways in which it is 
treated. Even practitioners in day-to-day contact 
with acute rheumatism may not have fully appreciated 
its prevalence ; Lord Horder said, for instance, that 
its incidence among large numbers of children amounts 
to nearly 5 per 1000 per year. Further, rheumatic 
diseases of all kinds in this country were responsible 
for a sixth of the total illness and caused more 
suffering and deaths than cancer and tuberculosis 
combined. -To those still sensitive to the novelty of 
transatlantic broadcasting the impressiveness of those 
statements was increased by the voices from America 
saying that the prevalence was about as bad over 
there. And as if to give us some idea of size they 
referred to treatment by sending patients from 
northern States to subtropical or tropical climates, 
This procedure has received much attention in the 
U.S.A., but as Dr. Duckett Jones said, it has not 
been entirely satisfactory ; there are wide annual 
variations in the recovery of rheumatic fever subjects 
in southern climates where the disease is rare, and 
severe recurrences have been observed after a sojourn 
in the south; so that if a patient goes south at all 
it seems advisable to leave him there for several 
years at least without even summer visits to the 
north. At present transportation is recommended 
only for patients whose resources allow them to live 
in the chosen climate. 


STERILISATION OF THE MENTALLY UNFIT IN 
DENMARK 


On June ist, 1929, the first Danish law providing 
for the voluntary sterilisation of the mentally unfit 
came into force. About five years later it was replaced 
by a law that reflected the experiences gained in the 
interval. In 1935 yet another law provided not only 
for sterilisation, but also, in certain special cases, 
for castration. In Nordisk medicinsk Tidskrift for 
Feb. 19th (p. 281) an account of the workings of 
these laws is given by Dr. J. Nérvig who is in charge 
of a Danish institute for the mentally defective. 
In Denmark they are classified in three main groups 
according as they are idiots (an intelligence quotient 
of 0-30), imbeciles (I.Q. 30-55), or suffering from 
debilitas mentalis (I.Q. 55-75). There are approxi- 
mately 35,000 persons in Denmark belonging to one 
or other of these categories, but only about 10,000 
are under the control of the authorities. Many of 
the remaining 25,000 must be regarded as _ high- 
grade mental defectives. Since the first law came 
into force, some 300 women and some 100 men have 
been sterilised. The overwhelming majority of 
these cases represented debilitas mentalis, and so 
far no idiots and only a few imbeciles have been 
sterilised, The operations were usually performed 
between the ages of eighteen and twenty-five, and 
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of the 300 women about 270 have been discharged 
from the institution for mental defectives, evidently 
finding some useful niche in society in most cases 
since only 14 have had to be readmitted. Of the 
sterilised men, all have secured their discharge, 
and only 2 have had to be readmitted. Some of 
the women, but none of the men, have married after 
sterilisation and discharge. The 400 operations were 
followed by 2 deaths, one from pneumonia, the other 
from intestinal obstruction. Up to date no women 
and only 30 men have been castrated in Nérvig’s 
institute. All were over the age of twenty-five, 
and most were over thirty. The indication for 
castration was always some sex abnormality which 
had led to two or more criminal acts in relation to 
women or children or of a homosexual character. 
Of these 30 men, 22 have been discharged without 
the recurrence of a single sex crime, and only one has 
had to be readmitted—on account of theft. In 
Norvig’s experience, castration eradicates sex impulses 
more quickly and completely in such cases than 
it does when the person operated on is mentally 
normal. He has found that, on the whole, the 
initiative and capacity for work of these men were 
unimpaired by the castration, and nearly all of them 
expressed satisfaction with the operation, many of 
them explaining that they felt more at ease now 
that they had no longer to dread uncontrollable 
sex impulses. Noérvig concludes: ‘Lastly, were 
I to give my general impression of the results already 
achieved with the sterilization and castration of the 
mentally defective in Denmark, I would say that the 
results encourage us to continue. But we must follow 
the voluntary principle, for legislation of a compulsory 
character in this sphere excites opposition in the com- 
munity and can thus discredit this important cause to 
such an extent that its sane development may be 
imperilled.”’ 


THE UNDERSTANDING DOCTOR 


A pocToR who has spent more than 40 years in 
general practice either becomes complacent or gets 
into the way, as Dr. F. G. Layton says he has done, 
of asking ‘“‘ why ” uncomfortably often. Pertinacious 
curiosity is the very mainspring of research and it is 
clear from his most recent book? that he makes 
inquiries where constructive answers may be expected 
and not where they could be regarded as an imper- 
tinence. His whole book shows what a friendly 
rapport there is between his patients and himself. 
It is not every practitioner among the poor who, 
once identified, in response to a query shouted from 
the upper regions, as “the doctor,’ is bidden to 
“come on up” whatever is happening. That this 
attitude has its embarrassing moments is shown in 
the stories of patients—they are much more than 
case notes if less than elaborate psychological studies 
—which provide the fruit of the rich cake he has 
prepared for the reader’s consumption. Though it 
can be finished at a session without subsequent 
indigestion, it is best savoured in slices. Some of 
the ideas that Dr, Layton holds strongly, for example 
on the unkindness involved in the confinement of 
harmless mental defectives, had been sketched in his 
provocative contribution to Grains and Scruples in 
April last year. He shows here, too, his sympathetic 
interest in the education of the physically ‘ delicate ”’ 
and his story of the G.P. insisting, against two very 
potent forces—the fussy mother and the specialist— 
on sending a boy to boarding school will hearten 
many a family doctor. Not that Dr. Layton favours 

* Behind the Night Bell. By F.G. Layton. London: Faber 


and Faber. 1938. Pp. 289. 8s. 6d. 
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a robust policy for its own sake, It is because he 
into understanding and has 
come to regard it as the most real thing in his profes- 
sional life that his book contains material which will 
bring a new point of view to readers of very different 
types—from specialists with miners 
nystagmus to those who play any part in the running 
of public services, official or voluntary. It is especially 
to this last group, and not only to its professional 
members, that we commend this disarming plea for 
more considerate treatment of the adult or child in 
trouble, 


translates psychology 


concerned 


A TRIBUTE TO SIR JOHN McFADYEAN 

IN the German scientific world it has long been custo 
mary to pay homage to distinguished men, after long 
service, by the publication of a Festschrift, or special 
number of a journal containing papers written by 
colleagues and pupils. This excellent habit is spread- 
ing to our own country, and the 
John MecFadyean have used it with dignity to celebrate 
the conclusion of the fiftieth volume of the Journal 
Sir John 
founded this journal in 1888 as a private enterprise, 
and has since edited it single-handed. 
We can recall only a single similar achievement 
namely, the founding and editing for fifty years by 
the late Sir Frederick Pollock of the Law Quarterly 
Review. Sir 


associates of Sir 


of Comparative Pathology and Therape utics. 


almost 


John’s colleagues asked him to give 
them a free hand to prepare the number for last 
December, and the response from the admirers of 
his work throughout the world has shown unmis- 


takably the range and magnitude of his services, and 


the impression his personality has made. The 
Festschrift contains a varied and most interesting 


collection of material. Its frontispiece is a charac- 
teristic portrait of Sir John at the present day, and 
this is followed by three pictures taken at various 
life. Tributes from friends in many 
Imperial and foreign countries are published, includ- 
articles from Prof. R. von Ostertag and Dr. 
Reinhold Schmaltz of Germany, Prof. E. Leclainche 
of France, and Dr. John R. Mohler of the United 
States. Special articles trace the history and develop- 
ment of the journal and of the man himself, and 
give some account of his disciples. An example is 
given of his skill and force in debate, and of his 
command of language and of the essential points 
of a question. The number also contains valuable 
articles on veterinary pathology and McFadyean’s 
contribution to the unravelling of many of its 
problems, especially that of bovine tuberculosis. We 
are glad to think that Sir John belongs to the medical 
as well as the veterinary profession, and he has the 
congratulations, thanks, and warm wishes 
of both. 


stages of his 


ing 


good 


CEREBRAL DAMAGE AFTER ANAESTHESIA 


MEDICAL journals have lately contained so many 
accounts of damage to the brain observed after 
administration of anesthetics that it looks as though 
we were up against a comparatively new, and very 
We know 
literature of anzsthesia 
those reviewed in our 


unwelcome, post-operative phenomenon. 
of no records in the older 
that are at all similar to 

columns in the past few months,? which provide 
illustrations of the histological changes found post 
mortem in the cerebral cortex of patients dying 
after (usually) prolonged inhalations of nitrous oxide. 
We have given reasons for thinking that Courville ? 


J. com Path. Ther. December, 1937 
Grubl 7s. 6d 2 Lancet, 1937, 2, 132 
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is right in attributing the degenerative cellular brain 


changes to the effect of anoxemia. The latest 
contribution to this subject, by Gebauer and 


Coleman,‘ is interesting in that cyclopropane, not 
nitrous oxide, was the anesthetic concerned. With 
cyclopropane large proportions of oxygen are always 
administered, and anoxwemic changes seem corre- 
spondingly unlikely to develop while it is being given. 
Gebauer and Coleman’s patient underwent thoraco- 
plasty which took 2} hours ; it was done under cyclo- 
propane after preliminary injection of sodium Amytal 
(3 grains), morphia (gr. }), and atropine (gr. 1/150), The 
patient had pulmonary tuberculosis and one may 
presume that there was deficiency of working lung 
area. She recovered consciousness for a short time 
only, and died, after continued cerebral symptoms, a 
week after operation. The post-mortem histological 
examination of the brain showed advanced degenera- 
tive involving the ganglion cells of the 
entire cerebral cortex. 

The reason why fatalities of this kind are commoner 
than formerly is presumably the greater frequency of 
severe and prolonged operations. However success- 
fully these are conducted, and however gratifying 
their immediate results, it behoves us to remember 


processes 


that prolonged anesthesia, even apart from the 
associated surgical trauma, is unnatural and not 


always innocuous. Evidently it may cause a degree 
of cellular anoxzmia that cannot be detected during 
operation, but may nevertheless give rise to serious 


and even fatal damage to the cells of the brain 
cortex. Beyond all others in the body these are 


susceptible to lack of oxygen. 


RADIOGRAPHIC DIAGNOSIS OF PLACENTA 
PRAVIA 
RADIOLOGISTS are still trying to find satisfactory 
means of ascertaining the position of the placenta 
in the uterus, especially when it is in the lower 


segment. ‘‘Amniography,”’ or the injection of an 
opaque substance into the amniotic sac through 
the abdominal wall, is too dangerous to be much 


used ; it will probably outline the placenta, but it 
may kill the foetus or induce premature labour. 
{n alternative is instillation of two or three ounces 
of sodium iodide into the bladder ; for on radiography 
after this procedure a low-lying placenta will often 
be represented by an abnormally wide space between 
foetal head and bladder wall. Dr. E. Rohan Williams * 
suggests that a cystographic examination of this kind 
is advisable whenever there has been antepartum 
hemorrhage ; and certainly the method is both safe 
and simple. The objection, for what it is worth, is 
that the finding of a placenta previa could hardly 
increase the care that is given to any case of ante- 
partum hemorrhage ; while if nothing was seen on 
radiography there might be a temptation to relax 
the watchfulness with which one should regard 
any warning hemorrhage, whether accidental o1 
unavoidable. 


Mr. Percy FURNIVALL, consulting surgeon to the 


London Hospital, died at Northam, Devon, on 
May 3rd, after a long illness. 
Dr. A. P. Lurr, who died last Sunday at the 


age of 82, was in his time a leading authority on the 
nature and purpose of foods, especially in their 
bearing on gout and other metabolic disorders. He 
retired from the medical staff of St. Mary’s Hospital, 
Paddington, more than twenty years ago. 


. and Coleman, F. P 


, Tbid, 
J. Radiol. April, 1938, p. 


202. 


* Gebauer, P. W April, 1938, 
1 
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CONTROL OF 


STREPTOCOCCAL INFECTIONS 


Reviewed by Dr. V. D. Atuison, Medical Officer of the 
Ministry of Health; late Pathologist to the London 
County Council 


THE hemolytic streptococcus is probably the most 
dangerous and certainly the most elusive of the 
common infecting agents. To the public mind a 
streptococcal infection suggests well-defined clinical 
pictures like puerperal fever or erysipelas. But the 
streptococcus has no limited habit; it may make 
itself felt, now in an explosive epidemic of tonsillitis 
among school-children on a milk-round, now in 
a lymphangitis affecting a group of nurses being 
immunised against diphtheria, now in middle-ea 
disease running round a measles-ward, now in the 
so-called relapses of scarlet fever. The streptococcus 
has been found so widely distributed as to vitiate 
any conclusions to be drawn from its identification 
in patients, carriers, or fomites, but recently it has 
proved possible to distinguish certain types of strepto- 
coccus by serological tests. This has in its turn 
made it possible to determine the source of infection, 
and the path of its spread and the knowledge thus 
being gained is likely to become of signal value in the 
control of disease. I propose to set down here the 
present status of our knowledge.* 

R. C. Lancefield (1933), in the United States, 
showed that beta hxmolytic streptococci, among 
which are the most actively pathogenic streptococci, 
could be separated into groups by a precipitin test, 
and she found that the great majority of strains 
associated with human disease fell into her group A. 
F. Griffith (1935) then went on to show by sero- 
logical analysis that strains belonging to group A, 
isolated from scarlet fever, tonsillitis, erysipelas, 
puerperal fever, impetigo, &c., comprised a number of 
well-defined types, identified by agglutination with 
specific sera. No one type is exclusively associated 
with a typical clinical syndrome, but in the early 
investigations four serological types—viz., 1, 2, 3, 
and 4—were identified as being commonly associated 
with scarlet fever and now, ten years later, these 
same four types still stand out as the chief cause of 
scarlet fever in this country, accounting for upwards 
of 50 per cent. of all cases in London (Ministry of 
Health 1936). 

At present some 26 types of Streptococcus pyogenes 
have been defined and a high proportion of strains 
from human disease can now be identified with 
certainty ; it seems likely in fact that not many 
more strains of epidemiological importance in human 
disease remain to be classified. The complete 
classification of pathogenic streptococci is rendered 
difficult by the multiplicity of types, but this very 
multiplicity is of real help in tracing the sources and 
paths of spread of infection. Group classification by 
the Lancefield method, on the other hand, is of no 
value in tracing sources of infection, as by it one 
cannot free from suspicion subjects who may be 
harbouring group-A streptococci belonging to sero- 
logical types easily differentiated from that causing 
the outbreak under investigation. It is useful, how- 
ever, in excluding hemolytic streptococci not of 
pathogenic importance but not uncommon in normal 
throats. 

* Based upon a paper opening the discussion at a recent 


meeting of the fever hospital medical service group of the 
Society of Medical Officers of Health 
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COMMON FEVERS 


TRACKING DOWN AN EXPLOSIVE OUTBREAK 


The value of type identification in the investiga- 
tion of the source of infection and paths of spread in 
explosive outbreaks of streptococcal infection may 
be illustrated by four recent examples. 


I 

In March, 1935, an explosive outbreak of scarlet 
fever and tonsillitis occurred among the pupils of 
two schools at Denham in the Eton rural district. 
The affected children had been having at the schools 
a daily ration of one-third of a pint of raw bottled 
milk and had fallen ill almost simultaneously. No 
similar illness occurred among 58 children attending 
one of the schools who regularly consumed a ration 
of malted milk, or among those pupils who had no 
milk, Throat swabs from 23 of the patients yielded 
profuse growths of Str. pyogenes, type 1. The same 
organism was also isolated from the throat of one of 
the milkers at a farm from which the bottler obtained 
most of his milk, and from the milk of a cow drawn 
by this milker. When the same cow was milked by 
another milker the organism was not found in the 
milk, Further investigation showed that the two 
children of the affected milker had a streptococcus 
of this type in their throats and that both of them 
had been absent from school with sickness and sore- 
throat for the two weeks immediately preceding the 
outbreak—an illness which was probably scarlet 
fever, as one of them gave a history of rash on her 
chest early in her iliness. In all there were 87 
primary cases of scarlet fever and 13 secondary cases, 
75 of the primary cases being pupils at one or other 
of the two schools. In addition to the 87 primary 
cases there occurred simultaneously an unknown 
number of cases of sore-throats and kindred condi- 
tions of streptococcal origin without the character- 
istic rash, All the sufferers had consumed the milk 
raw. 

8 

The outbreak in Chelmsford and district in August, 
1935, involved some 1600 cases of tonsillitis and scarlet 
fever, caused by milk infected with Str. pyogenes, 
type 2, conveyed from the throats of milkers on a 
farm, all four of whom had suffered from sore-throat 
due to the same type of streptococcus immediately 
before the outbreak. This outbreak has been fully 
reported by Camps and Miller-Wood (1936). 


Ii! 

The Doncaster outbreak in December, 1936, of 
nearly 400 cases of tonsillitis and scarlet fever, due 
again to infection of milk with Str. pyogenes, type 2, 
which has been reported byeWatson (1937), had an 
origin in many respects similar to that of the Denham 
outbreak, but was of especial interest in that one of 
the herd of 31 cows developed an acute mastitis and 
excreted a streptococcus of the same type 2 in her 
milk for a period of over two months. This cow 
had been milked regularly by the farm-hand whose 
child was suffering from otitis media and who had 
himself contracted a sore-throat about the time of 
the commencement of the outbreak, both infections 
being due to the same streptococcus, 

IV 

An outbreak of a different type occurred among the 
nursing staff of a large hospital who were being 
immunised against diphtheria with T.A.F., the course 
of events being as set out in Table I. 


TABLE I 
Doses ' T.A.F 
given. Sequele batch On duty. 
Wednesday .. 40 . 6 abscesses ee 1 -- Dr. A, Dr. B, 
Sister X 
Thursday ss & No infections .. land2 .. Dr. B, 
Sister Y 
Friday — 6 abscesses ee 2 os a ae 
Sister X. 
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The infections were all very severe, with lymphangitis 
and high temperature, and surgical interference was 
required in every case. Pus from all the abscesses 
yielded pure cultures of Str. pyogenes, type 1. 
Examination of nasal and throat swabs revealed that 
Sister X who had been suffering from a mild cold was 
harbouring this streptococcus in her throat. It is 
significant that the day Sister X was off duty no 
infections occurred. Inquiry revealed that the 
technique of sterilising the syringes and needles was 
faulty and there is little doubt that infection was 
spread via the sister’s hands and a bowl of saline 
used to rinse out syringes and needles, 
OUTBREAKS OF PUERPERAL FEVER 

Serological typing of the streptococcus has also 
proved its value in numerous outbreaks of puerperal 
fever, the identification of the infecting strain giving 
an important clue leading on the one hand to the 
discovery of the source of infection, whether in the 
patient herself or from the nose or throat of her 
attendants ; and on the other, to what is of almost 
equal importance—viz., the elimination as the source 
of infection of attendants who may be carrying a 
type of streptococcus different from that found in the 
patient. Dr. Dora Colebrook (1935) has quoted 
several successful investigations of this nature. 
Legal decisions and recent correspondence in the 
medical press indicate the importance attached to 
this problem. 


Cross-infection in Hospital Wards 

Streptococcal infections of many kinds may be 
studied in the wards of special and general hospitals. 
They include infections of the upper air-passages such 
as scarlet fever, tonsillitis, pharyngitis and their 
sequel, otitis media, rhinitis, and sinusitis, as well 
as such streptococcal infections as impetigo contagiosa, 
adenitis, and erysipelas. Serological typing of 
Str. pyogenes from patients in the scarlet fever wards 
of fever hospitals over long periods (Allison and 
Brown 1937, and Brown and Allison 1935) with 
close concurrent clinical observation have led to the 
following two definite conclusions :— 


I 

Patients nursed throughout their illness in cubicles 
or chambers show no change of the serological type 
of the infecting streptococcus ; that is to say, there 
is no evidence that mutation occurs in the throat. 

First with Dr. W. A. Brown and recently with 
Dr. D. J. Hishon, I have completed the study by 
weekly swabbing and type identification of 55 patients 
nursed throughout their illness in cubicles or chambers ; 
change of type occurred in one case only, a patient 
infected with type 4 becoming reinfected with a type 2. 
The patient in the next cubicle was infected with 
type 2; she was a tall girl and could easily have 
passed a pencil, toy, or sweet over the partition with- 
out the knowledge of the staff, although she was not 
seen to do so, 

With Dr. Hishon I am also at present studying the 
segregation of scarlet fever patients in small wards 
according to the type. So far we have investigated 
by weekly swabbing and clinical observation 20 
patients: 13 in a type 1 ward and 7 in a type 2 
ward. Two reinfections have occurred, both in the 
type | ward. One girl got a “ relapse ’’ 13 days after 
admission and a throat swab yielded a profuse growth 
of Str. pyogenes, type 4; at the same time the sister 
in charge of the ward had a slight cold and sore- 
throat, but was not off duty—she was found to be 
harbouring type 4 in her throat. The other patient, 
convalescent and about to be discharged, was found 
to have a heavy, though symptomless, throat infection 
with Str. pyogenes, type 12. Swabs from the staff 
revealed that the domestic assistant was carrying 
type 12 in her throat ; she left the staff immediately 
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afterwards and it was not possible to obtain any 
information as to whether she had been ill. 


II 

Infection by one serological type of streptococcus 
does not necessarily protect a patient against infection 
by another type. The so-called “relapse ” in scarlet 
fever is in reality a fresh infection by a streptococcus 
picked up in the ward and differing serologically from 
that causing the primary infection; the source of 
the reinfecting type may be found most frequently in 
another patient in the ward or more rarely in a 
member of the ward staff. In multiple-bed wards for 
scarlet fever at least 50 per cent. and probably nearer 
70 per cent. of the patients become reinfected with 
one or more fresh types of streptococcus during their 
period of detention in hospital; in these cases as in 
the “relapses” the reinfecting type or types can 
always be isolated from another patient in the ward 
or, rarely, from a member of the ward staff. Reinfec- 
tion may be latent, giving rise to no clinical signs, or 
manifest, accompanied by clinical signs and complica- 
tions. Early complications during thé first two to 
three weeks of illness are in the great majority of 
cases caused by the primary infecting type of strepto- 
coccus, while complications occurring in multiple- 
bed scarlet fever wards during the third week of 
illness and subsequently are in the great majority 
of cases caused by reinfecting types of streptococcus. 

These findings afford convincing proof of what 
many clinicians have suspected for years. What 
are the probable paths by which the streptococcus 
spreads in hospital wards, and what evidence have 
we in support of the various theories put forward ? 

DIRECT CONTACT 

It is generally agreed that infection by direct 
contact is probably the chief mode of spread. Let 
me give two examples, 

(a) A patient suffering from scarlet fever due to 
Sir. pyogenes, type 4, and still confined to bed, became 
reinfected with type 1 within 36 hours of direct 
contact of the only other patient in the ward; the 
latter who was convalescent and allowed up for 
the first time 36 hours earlier was still harbouring 
the type 1 which had caused his attack of scarlet 
fever. 

(b) A medical officer personally treated and dressed 
an acute otitis media (a very severe case) due to 
type 1, and herself went down 24 hours later with 
scarlet fever due to the same type. 

INDIRECT CONTACT 

Infection may also occur indirectly (a) through the 
intermediary of a nurse or doctor conveying infection 
from patient to patient. There is no doubt that this 
method of transference of infection does occur, and it 
has been demonstrated particularly in relation to 
outbreaks of puerperal fever in maternity homes and 
maternity wards of hospitals. Again the contact may 
take place (b) via toys or handkerchiefs, and so forth ; 
multiple serological types of streptococcus have been 
isolated from such articles as pencils, beads, teddy 
bears, handled and probably sucked by convalescent 
scarlet fever patients, and from swabs of dining table 
and eating utensils taken after convalescent patients 
have had a meal; the types found (2, 3, and 4) 
were those harboured by the patients who had sat 
at table. The organisms have also been found in 
swabs from the lockers of scarlet fever patients, 
probably introduced by handkerchiefs and other 
articles handled by them. 


DROPLET INFECTION 
Infection may be conveyed in the air by droplets 
from coughing and sneezing or by dry dust particles. 
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Droplet transmission is accepted as one of the most 
frequent modes of conveying infection from the 
upper air-passages. In my own experience I have 
never been able to obtain cultures of hemolytic 
streptococci from acute cases of scarlet fever or 
measles on cough plates, 3} in. in diameter, at a range 
greater than 12 in. from the patient’s mouth. At 
greater distances they probably exist but very large 
plates 12 in. or so in diameter would be necessary 
as targets to catch the droplets. The evidence that 
droplets can be infected with hemolytic streptococci 
is definite and only a slight degree of air movement 
would suffice to spread this form of infection through 
a ward, 
DRY DUST PARTICLES 

This probably occurs and evidence in support 

of that opinion is accumulating. 


Table II shows the results (Brown and Allison 1937) 


of exposing blood-agar plates in four scarlet fever 


TABLE II]*—-NUMBERS OF COLONIES OF Str. pyogenes ON 
PLATES EXPOSED IN FOUR SCARLATINA WARDS 


se Sites of exposure 
Time of 





exposure. Ward. Total. 
A B Cc D E Fr 
Night .. ¥. M - —- - 
Morning . (22 beds, 13. («19 6 10 14 8 70 
Afternoon 22 easton) 4 2 2 2 4 4 8 
Total 88 
Night .. N.S. 1 1 - 2 
Morning . (22 beds, 33 | 20 | 31 20 | 28 26 158 
Afternoon 22 patients) 23 24 24 10) 27 18 126 


Night .. LV. 1 - 1 14 - 3 19 
Morning . (22 beds, 30 62 55 105 47 35 334 
Afternoon 19patients) 32 45 51 30°) 41 29 228 

Total 581 
Night .. B.1 2 1 0 1 0 0 4 
Morning . (23 beds) 20 16); 14) 19 22 23 114 
Afternoon 15 18 ll 23 9 16 92 


Total 210 


* Adapted from J. Hyg., Camb. 1937, 37, 1. 


Night 12.30 to 3.30 A.M. 
Morning = 7.30 to 10.30 a.m. 
Afternoon = 1.30 to 4.30 P.M. 


wards during three three-hourly periods within 24 
hours, the figures representing the number of strepto- 
coccal colonies on the plates, Such large figures 
as these were totally unexpected and that is why 
experiments were carried out on as Many as four 
wards, These results can be regarded in another 
manner if we take for example the N.S. ward and read 
the columns across. Each plate being 34 in. in 
diameter and therefore 11 sq. in. in area, the total 
colonies in the last column down represent the 
number of organisms settling on an area of 66 sq. in 
(there being six plates)—i.e., less than half a square 
foot in three hours. The floor area of the ward was 
120 ft. by 26 ft. = 3120 sq. ft. or 449,280 sq. in. 
If (Table IIL) this column (2, 158, 126) represents the 
TaBLeE IIlI—warp N.s. 
Colonies in 


3 hrs. on 
66 sq. in. 


Colonies to be expected 
in the same time 
on 3120 sq. ft. 


Night os oe 2 oeee 13,614 
Morning ou _ 158 1,075,506 
Afternoon Nea _ 126 1,057,682 


total numbers of colonies of streptococci at each 
period falling on an area of 66 sq. in., the total number 
that might reasonably be expected to fall over the 
floor area of the ward is represented by 13,614, 
1,075,506, and 1,057,682—these figures’ being 
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calculated on the assumption that one colony on a 
plate oe the development from a single 
coccus. In reality such a colony may represent a 
mass of air- ene cocci. When we associate these 
figures with the fact that 22 patients are actively 
inspiring streptococci-laden air at the rate of about 
13-7 cubic feet per hour, and adding to the air 
infection by the forcible expiration of coughing and 
sneezing, it does not need much stretch of the 
imagination to accept the view that infection by 
particles in the air is no chimera, These figures are 
in their simplest form and do not take into considera- 
tion such complicating factors as degree of air- 
movement and the air exchange in the ward. The 
importance of these factors is shown in Table II 
by comparing the night, morning, and afternoon 
figures. In these experiments we know also that 
the types of streptococcus isolated from the air are 
exactly those types found as infecting agents in the 
patients in the ward. 


MEASJ.ES WARDS 

The investigations I have quoted on the spread of 
streptococcal infection have been mainly concerned 
with scarlet fever wards, but, with Dr. Brown, I 
have been able to show that the problem is one of 
equal importance in measles wards. 

A ward for measles was opened and filled with 
19 acute within 48 hours. Swabbed on 
admission, 6 out of the 19 were carrying streptococci. 
One week later out of the same 19 patients, 13 were 
found to be carrying streptococci—i.e., 7 fresh 
carriers, and 6 out of these 7 were infected with one 
or other of the same serological types of streptococcus 
as had been isolated from the 6 original carriers on 
admission, And note that all the patients were still 
confined to bed (Table IV). 


cases 


TABLE [V—MEASLES WARD 


Total number of patients— 
Swabbed weekly in the ward over a period of 


seven weeks ee ee - ae a 43 
From whom Str. pyogenes was isolated on 

admission oe oe o° 18 (41°9%) 
Cross-infected with Str. pyoge nes 22 (51-2 %) 


From whom Str. pyogenes was isolated at some 
time during their period ofisolation in hospital 35 (81°4%) 
Number of these 35 patients who showed clinical 
manifestations of infection with Str. pyogenes .. 22 (63%) 
These 22 patients were divided into two groups as 
follows : 
Number of patients with complications due to 
Str. pyogenes which was present on admission 9 
All with otitis media, which was present on 
admission to hospital in 5 cases, and occurred 
after admission in 4 cases. 


_ 


Number of patients with complications due to 
cross-infection with Str. pyogenes Pe ‘ 13 
Made up as follows: 

Otitis media .. 7 

Scarlet fever with otiLis media a 1 

Rhinitis ee = as 1 

Rise of temperature, mild sore- 

throat, and malaise a sli 4 

Note.—Out of 17 cases of otitis media in the series, 8 were 
the result of cross-infection occurring in the ward. 

Out of 43 measles patients swabbed weekly in 
the measles ward over a period of seven weeks, 
18 were carrying streptococci on admission and cross- 
infection with streptococcus occurred in 22 patients, 
just over half the total number of patients investigated. 
Streptococci were isolated from 35 of the patients 
at some time during their stay in the ward, and in 
22 of these the infection was accompanied by clinical 
manifestations. These 22 patients were divided 
into two groups according as the infecting strepto- 
coccus was (1) present on admission, or (2) the result 
of cross-infection in the ward. There are 9 in the 


first group all with otitis media, the infection being 


present in 5 cases on admission to hospital, and 
oceurring after admission to hospital in 4 cases ; 
in the second group there are 13 cases—viz., otitis 
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scarlet fever with otitis media 1, rhinitis 1, 

temperature and malaise only 4. Out of 
17 cases of otitis media in the series, 8 resulted from 
cross-infection in the ward. Moreover of these 
13 patients, 20 were discharged well and free from 
complications, but of the remaining 23, 7 were 
transferred to other wards of the hospital and 16 
were transferred to another hospital. We may 
assume that, although these 23 patients had passed 
beyond the scope of our inquiry, they were still being 
exposed to the risks of cross-infection with the 
possibility of further complications, prolonged 
invalidity, or permanent physical disablement. 


Okell and Elliott (1936) and Keevil and Camps 
(1937) have in similar epidemiological studies described 
the spread of streptococcal infection in the wards 


media 7, 


rise of 
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COMMUNITY CENTRES 


IN RELATION TO PUBLIC HEALTH AND 
PUBLIC WELFARE * 
By Ernest Barker, Litt.D., D.Litt., LL.D. 


PROFESSOR OF POLITICAL SCIENCE IN THE UNIVERSITY OF 
CAMBRIDGE 


THERE is a passage in an article written by Edwin 
Chadwick, a year or so before I was born, somewhere 
about the year 1873, which may serve as an intro- 
duction to my theme. 

“It has long been painful to me to observe a large 

proportion of our population, especially growing up 
young men, with sedentary occupations, in our civic 
communities, under conditions to engender disease 
and painful existences, from deficient bodily exercise. 
This is more particularly observable of those now 
crowding into suburban residences, beyond 
distances for such proper daily exercise as may be 
obtained by walking.”’ 
Chadwick, in his somewhat whimsical way, thought 
that the cure for this defect might be found in a 
two-wheeled velocipede, pedalled at the rate of six, 
seven, or eight miles an hour. I wish to suggest 
that the problem which he observed confronts us 
to-day on a far greater scale, and that the cure, or 
one of the cures, may be found in the community 
centre. 

What is a community centre? In order to answer 
the question, we must go back to the causes from 
which it springs. Since the end of the war the 

‘crowding into suburban residences,” of which 
Chadwick spoke, has assumed gigantic dimensions. 
In the suburbs of our great towns, and sometimes 
even in the country, great new housing estates have 
arisen—mainly municipal, but also, in part, privately 
built and privately developed—on which some 
millions of our population have been settled and 
cantoned. They live there under better physical 
conditions : they have better houses, better sanitation, 
and a better air: they have also, as a general rule, 
their own little garden plots. But the residents of 


a new housing estate are also a population of 
déracinés ; they have been uprooted from their old 
social environment: they need, and they instine- 


tively seek to form, a new society, in which they can 
strike their roots and from which they can draw 
their spiritual sustenance. This new society takes 
the form of a community association—an association 
of the residents on the estate, or at any rate the 


* Parts of a Chadwick lecture delivered in London on May 5th. 
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of general hospitals, while Cruickshank (1935) has 
also collected a considerable body of evidence and 
broadened the field of investigation still further in 
his work on the streptococcal infection of burns. 
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ARTICLES 


more stirring residents, who desire to act in common 
and to constitute a voluntary community for the 
promotion of their common interests. The first 
common interest may be gardening: that widens 
into a common interest in physical recreation ; that 
widens again into a common interest in general 
social recreation; and that becomes, in the last 
resort, a common interest in the common cultivation 
of leisure. Young and old participate in the move- 
ment: it is something juvenile as well as adult: 
it will thus involve, in the course of its growth, a 
double organisation, which must yet be single as 
well as double. All in all it is a healthy movement 
towards adjustment to a new environment: -it is a 
movement away from malaise towards harmony with 
new surroundings: it is, in a word, a natural bio- 
logical movement, actively seeking to accept and 
embrace the facts of environment. The community 
association is not a piece of manufacture. It is a 
simple biological growth—a simple growth of life, in 
the widest sense of the word. 

Once formed, the community association desires 
and begins to construct a home. That home is the 
community centre, and I am here concerned with the 
facilities which such a centre can provide for the 
development of physical well-being. But before I 
embark upon that theme, I wish to dwell, for a 
moment, upon the scope and the extension—the 
geographical scope and extension—which the move- 
ment towards community centres is likely to attain. 

Community centres will not be confined to new 
municipal housing estates. They will also grow, and 
indeed they are already growing, on new private 
housing estates. Nor is that all. Apart from new 
housing estates on the circumference of our towns, 
whether those estates be municipal or private, there 
are two other sorts of areas on which community 
centres have grown or are growing. In the first 
place there are central areas, in the very heart of 
our towns, which have been cleared and covered 
with a number of flats on a system of block-dwelling. 
The central block-dwelling, like the suburban housing 
estate, may be either municipal or private: in either 
case it needs, and is beginning to develop, its own 
community centre; and when this happens, the 
community centre effects a new and further lodg- 
ment in the very core of urban life. But the 
movement does not stop at towns, and it is not 
confined to urban areas. Over and above the area 
of the towns there is also the area of the countryside 
and the country village. Community centres 
developed here even earlier than they developed ii 
any of our towns. They had indeed a different 
name. They were called village halls. But they 
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were fundamentally the same sort of thing; and 
when we talk of the movement towards community 
centres we must not forget that it also includes the 
village hall, and that it found its first harbinger and 
promise in the village. 


POSITIVE AND NEGATIVE HEALTH 


What a wonderful opportunity is presented by the 
community centre. Here is a voluntary body, 
voluntarily occupied with activities which make for 
that active and happy condition which we call by 
the name of health. The more a man can make 
health for himself, the more it is really health— 
positive health, which far transcends the negative 
health which comes from the avoidance or the 
prevention of disease. Now the State, in its pursuit 
of a policy of public health, has hitherto been largely 
occupied with what may be called negative health, 
and it has been using the means of compulsion 
towards that end. It has enforced a system of 
sewers: it has enforced a system of insurance against 
sickness and invalidity. Here is an opportunity for 
a new and brighter chapter. The State can devote 
its efforts to the cause of positive health. It can do 
so in the one way possible when that cause is in 
question—the way which is not the way of com- 
pulsion, but the way of codperation and partnership 
with voluntary and spontaneous effort. Men have to 
make positive health for themselves, and they are 
trying in these community centres to make it for 
themselves. The State can enter here to help 
those who are helping themselves. It can help by 
equipping the community centre with the aids and 
the general apparatus which will enable it to do more 
fully what it is already attempting to do. That is 
why I have called the community centre a wonderful 
opportunity. If the State attempted de novo, with- 
out this basis, to promote the cause of national fitness 

-for mothers and children, for juveniles and adults— 
it would be driven into the foundation of State 
institutions and the establishment of some sort of 
State drill. It would attempt to make from outside 
that positive health which can only be genuinely 
made from the inside. It would be engaged in 
a contradictory and self-defeating operation. The 
community centre gives the State the chance of 
success, because it gives it its natural and necessary 
ally. 


PHYSIC AND PHYSIQUE 


There are various ways in which the community 
centre can be encouraged by public aid to make its 
maximum contribution ‘to the cause of public health. 

(1) One way is simple and initial; and it is a way 
which has already been tried. The local authority 
may arrange to house in the community centre some 
of its statutory services for the promotion of general 
health. It may arrange for a maternity centre: it 
may arrange for an infant welfare centre: it may 
even arrange, a8 Swansea is proposing to do, for a 
general medical wing, including a dentist’s room. 
There are a number of advantages in the housing of 
such statutory services in a community centre. They 
are brought into the general voluntary atmosphere 
which inspires the centre. Those who frequent the 
centre for its voluntary activities will be led to notice, 
and to use, these statutory services. The rooms 
which are used for such services, being only required 
in the daytime, may be made available in the evening 
for the general voluntary purposes of the centre. 
With give and take between the two sides, and with 
a general statesmanship of accommodation, this 
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method of dovetailing (if it may so be called) is 
likely to aid both the authority and the centre, and 
to secure a joint collaboration in the cause of health, 
The authority will benefit by a larger use of its ser- 
vices. The centre will gain both from the enjoyment 
of greater facilities of health for its members and 
from the provision of greater space for its general 
activities. 

(2) But it is in the relation of the National Fitness 
Council to the community centre that the largest 
prospect of collaboration discloses itself. The com- 
munity centre, as it develops its potentialities and 
begins to find its true form, appears as a double 
building—partly juvenile and partly adult. One 
part will be reserved for youth: another part will be 
reserved for the more mature: still another part 
will be common to both. This general conception, 
and this general plan for the structure of the com- 
munity centre, had already been reached before the 
National Fitness Council was instituted. But the 
conception and the plan, as they stood about a couple 
of years ago, went no further than a common central 
hall, with wings on either side, distributed and 
planned on the basis of age, for indoor meetings and 
for indoor recreation and exercise. The coming of 
the National Fitness Council has imported a new and 
a larger idea. The idea is that of physical training 
—physical self-training, with the aid of skilled 
teachers or guides—with a view to the promotion 
and the ensuring of general physical fitness, That 
idea, if it is to be realised, means the addition of 
new dimensions to the structure of the community 
centre. It means the addition of a gymnasium and 
a Swimming-bath: it means the provision of further 
rooms for indoor games and indoor forms of physical 
recreation. It also means, or it may also mean, the 
addition of outside facilities, in close proximity to the 
centre—a bowling green, tennis-courts, playing-fields, 
and the like. The National Fitness Council has a 
fund of £2,000,000 in hand from which it ean aid 
and promote these additions. Of course that fund 
ean be used, and will be used, to aid bodies and 
institutions other than community centres. It can 
be used to aid clubs: it can be used to provide 
running-tracks, youth hostels, holiday camps, and 
every sort of organisation and activity connected 
with the general cause of national fitness. But the 
community centre is likely to be particularly affected, 
for more than one reason; and since the community 
centre is my particular theme, I shall confine myself 
to discussing the effects of this fitness movement 
upon it, and the contribution which it can make to 
this movement, 


FITNESS OF BODY AND MIND 


It is a natural thing that community centres 
should be drawn into the scope of this fitness move- 
ment. In the first place they are voluntary insti- 
tutions; and as such they provide the voluntary 
atmosphere—the club atmosphere—in which alone a 
national movement towards physical health can really 
thrive. But what is true of the community centre in 
this respect is also true of a variety of clubs—boys’ 
clubs, girls’ clubs, the Y.M.C.A., the Y.W.C.A., and 
similar bodies. It is a second and different considera- 
tion which particularly explains why the community 
centre may be particularly drawn into collaboration 
with the movement for national fitness. This con- 
sideration is one of finance or economy. A com- 
munity centre is a general centre, intended for all 
alike, both young and old, within the area which it 
Facilities given to it have a wide application 


serves, 
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and a general use. There is thus an economic argu- 
ment for making it the beneficiary of facilities. “A 
centre,” it has been said, ‘‘ because of the opportunities 
it offers for a wide range of activities, might more 
easily pay its way than smaller and more isolated 
units, such as swimming baths and gymnasia, which 
might be uneconomical to build and costly to 
maintain,” 

This argument makes the community centre a 
natural recipient of facilities, and therefore a natural 
contributor to the cause of fitness for which the 
facilities are provided. But perhaps two cautions 
may be suggested, or two caveats enters], One is a 
caveat on behalf of the various voluntary clubs 
which have long been labouring, for their own par- 
ticular connexion and from their own particular 
angle, in the cause of physical development and 
fitness. They too deserve their recognition ; and it 
would be a pity if they were starved while community 
centres were fed. The other caveat is on behalf of 
the community centre itself. It has indeed a con- 
tribution to make to the cause of national fitness ; 
but it has also a contribution to make—and this is 
perhaps its major and more bounden contribution— 
to the cause of national culture and the general 
mental life of the nation. It must not forget the 
body; but equally it must not forget the mind. 
Drama and music, study circle and discussion class, 
are an essential part of its activities. There is room 
in the community centre for swimming-bath and 
gymnasium ; but there must also be rooms—a number 
of small rooms—for the rehearsing of plays and 
music and the wrestling of mind with mind. Health 
and play of the body are very great things; but 
they must lead up to and issue in the health and play 
of the mind. It is an old problem of our public 
schools to attain a balance between the claims of 
athletics and the claims of the mind. It may also 
become a problem of the community centre. 

Subject to these caveats and safeguards, the 
community centre may well become a centre of the 
national movement for national physical fitness. In 
that process, as it develops, there will be a curious 
English mixture of factors and a curious English 
compromise between different considerations. The 
local authority will provide the building of a com- 
munity centre; the national fitness council, repre- 
senting the central authority, will provide, or help 
to provide, additional physical facilities ; the volun- 
tary organisation called the community association 
will inhabit and manage the building and voluntarily 
use the facilities. That is an artificial simplification 
of the picture ; in practice things will be even more 
complicated, and the blending of State action and 
voluntary effort will show further refinements and 
further niceties—for example, when it comes to the 
provision of physical instructors or leaders, and to 
settling who is to employ them and what is to be 
their position. It is all very different from the stern 
simplicity of State drill and State labour camps 
which we find in contemporary Germany. Our English 
reliance is on what the members of a voluntary group 
will freely and voluntarily do when once they have 
been provided by the public authority with facilities 
to make themselves fit members of their country. 
It is a reliance honourable both to those who place 
their trust in the people and to the people in whom 
such trust is placed. On the one side opportunities 
and facilities are furnished in faith; on the other 
side those who receive these chances are expected 
and trusted to choose and to use them wisely, each 
electing the way which suits him best for the 
attaining of what he needs most. 











































































THE PECKHAM HEALTH CENTRE 


(3) There is a still further development of the com- 
munity centre, in its connexion with the cause of 
health, which lies beyond anything hitherto men- 
tioned. It is a development peculiar as yet, at any 
rate so far as I know, to the Peckham Pioneer Health 
Centre, but capable of being extended to community 
centres generally. Where this development is 
attempted, the community centre goes beyond being 
the home of some statutory medical services provided 
by the local authority ; it goes beyond being a place 
furnished with facilities for attaining health and 
fitness through the use of physical exercises and the 
practice of physical training; it becomes a general 
voluntary medical centre—a centre in which the 
purpose of health is not a thing housed in an annexe, 
or something belonging to special rooms and special 
apparatus, but pervades the whole building and 
primarily inspires the whole of its life. The Peckham 
Pioneer Health Centre, both in the method of its 
inception and in its general character, as it now 
stands, is different from the general run of community 
centres. It has not arisen on a new estate, and it has 
not grown from a spontaneous development of com- 
munity feeling and community organisation among 
the people themselves. So far as I know, the Health 
Centre has been set down by its promoters in an 
old-inhabited area which they themselves selected 
and which they demarcated themselves to suit their 
own purposes. Having set down ine centre in this 
area, and having in mind a particular medical purpose 
for the centre, they invited members to join in a way 
which suited their purpose. They made the unit of 
membership the family, as a symbiotic group with 
common physical characteristics. The whole family 

-husband and wife and children—must join; and 
one weekly family subscription, covering and including 
all the members of the family, must be paid to the 
centre. The purpose for which families were thus to 
join and subscribe was a purpose of regular medical 
overhaul of all the members of the family, followed 
by appropriate remedial medical services, for the 
correction of defects revealed by the overhaul, either 
by means of agencies outside the centre (the hospital, 
the panel doctor, and the like) or by means of the 
action of the centre itself. 

But the centre, as it now stands and as it has 
always been planned, is not merely a medical centre 
for regular overhaul and health supervision. If it 
were only that, it would not have sufficient con- 
tinuity of operation to keep its members together ; it 
would have no steady magnetic power which enabled 
it to hold its family units in a constant allegiance 
and under a constant care. The centre is therefore a 
social centre, over and above being a medical centre. 
It has a fine swimming-bath and gymnasium ; it has 
provision for indoor games; it has refreshmeni 
rooms ; it is a general communal focus, with a common 
social life and common social recreations. On the 
other hand it does not issue in any community 
association, or in any system of community manage- 
ment and community government. A group of 
doctors are the centre of the centre. As part of their 
scheme they provide facilities for a common life of 
physical and social recreation; and they trust to 
little spontaneous formations, emerging for each 
activity according as occasion demands, for the 
sectional management of each phase of the common 
life—the music, the drama, the swimming, the 
gymnastics, or whatever it may be. In their own 
words they “‘ proceed by merely providing an environ 
ment rich in opportunities for action—that is, giving 
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a chance to do things”; and having done that they 
put their trust in what they call “‘ a sort of anarchy,” 
or, a8 it might also be called, a sort of polyarchy, under 
which wembers are left to themselves and their own 
devices to initiate their own activities and to settle their 
own order of things in each of their several spheres. 

This is a brief and perhaps bald description of a 
peculiar and notable experiment. Those who desire 
to study it further will find the opportunity in a 
pamphlet which has just been published, entitled 
‘“‘ Biologists in Search of Material”’ and containing 
an interim report on the work of the Peckham Pioneer 
Health Centre. There is much that is sui generis in 
the record here submitted. The Peckham centre is 
unlike the general community centre in almost every 
respect—in the method of its inception ; in the nature 
of the area it serves ; in the primacy and dominance 
of its ptirpose of health ; in the method of its govern- 
ment, which is that of a medical directorate flavoured, 
or coloured, by a sort of spontaneous polyarchy for 
the different activities that flourish under the 
encouragement of the opportunities provided by the 
directorate. It would be idle as well as ungenerous 
to criticise the Peckham centre because it does not 
conform to the general pattern of community centres. 
The real question which its existence and its work 
suggest is whether other community centres of a 
different type—centres which have spontaneously 
arisen in a natural area of neighbourhood under the 
prompting of natural occasion, and which are backed 
by a community association and a system of com- 
munity government—can learn from the Peckham 
centre lessons for their own benefit. 


THE MEDICAL SERVICE 


It is suggested in the pamphlet to which I have 
referred that they may learn such lessons. It is 
suggested that some attempt should be made to 
incorporate the method of regular overhaul and 
health supervision in existing community centres, or 
at any rate that no new community centre should be 
planned without catering for some form or other of 
this service. Something of that sort may well be 
attempted; ‘ut a good deal of thinking will be 
necessary tv secure that it is done on a voluntary 
basis, and that anything which is done is done in 
close and amicable coéperation both with the officers 
of the statutory medical services and with the general 
medical practitioners who are immediately and 
personally responsible for their patients. The matter 
is too tangled and difficult for a layman to express 
any opinion of any value. But it seems possible, 
a priori, that a medical service for juveniles and 
adults might be provided in community centres, 
were it only in connexion with the development of 
physical exercise and physical training. Such 
exercise and training would be all the more effective 
if they were backed by advice—advice which enabled 
a man to decide what he particularly needed in view 
of his particular constitution and his particular 
defects. Whether such advice should be organised 
on a purely voluntary basis, on the analogy of the 
poor man’s lawyer, or whether it should be offered as 
part of the medical service of the local authority, is 
a question which may be left to experiment and trial. 
Whatever the method adopted—and I should myself 
incline to the method of using the medical service 
of the local authority, for the main if not the exclusive 
purpose of making the physical activities of the centre 
more effective and more productive—there seems 
to be good and sufficient reason for including some 
measure of medical service among the general 
activities of the community cenire. 
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SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


EDINBURGH PATHOLOGICAL CLUB 


Firty years ago the Edinburgh Pathological Club 
was founded, partly at the instigation of Sir John 
Batty Tuke. The first secretary was Dr., later Sir 
German Sims Woodhead, F.R.S. Of the original 
members, among whom was Prof. W. 8. Greenfield, 
three survive, namely, Sir Robert Philip, Sir Richard 
Berry, and Prof. William Russell. To celebrate 
its jubilee the club held a dinner last week at which 
fifty members were present. Sir Robert Muir, 
F.R.S., gave an interesting account of early days and 
others who spoke were Prof. Sydney Smith, Dr. 
Edwin Bramwell, Prof. Stuart McDonald, Prof. 
Theodore Shennan, Dr. Chalmers Watson, Prof. 
Henry Dryerre, and the secretary, Mr. ©. P. Stewart, 
Ph.D. Prof. A. M. Drennan presided. 

The members of the club are recruited from the 
younger research workers in Edinburgh who welcome 
the opportunity of bringing their results forward 
for discussion in a domestic atmosphere and regard 
membership of the club as an honour. The range 
of subjects in the annual programme is wide, including 
morbid anatomy, biochemistry, experimental surgery, 
experimental pathology, and veterinary diseases. It 
is a satisfaction to members that several patho- 
logical clubs have been formed on the same lines 
in other places, for example Glasgow and Newcastle, 
by former members of the Edinburgh club. This 
remains one of the places at which those interested 
in medical research congregate, and its usefulness 
seems likely to continue. 


OPHTHALMOLOGICAL RESEARCH 


In a previous letter I referred to the gift of £40,000 
made by Mr. William H. Ross to endow research 
in the study and prevention of blindness. The 
W. H. Ross foundation, as it is called, has now been 
formally declared open. Its headquarters are in 
20, Lauriston-place, Edinburgh, and the director is 
Colonel R. M. Dickson, M.D., D.O.M.S., who has 
wide experience of ophthalmic work. The income 
from the fund is in the hands of trustees, among 
whom is Dr. A. H. H. Sinclair. The aim of the 
trustees will be to stimulate investigation in diseases 
of the eye and already studies are in progress that 
have involved the examination of hundreds of miners. 
Dr. Sinclair and Prof. A. J.’ Ballantyne, who spoke 
at the official opening of the foundation, stressed the 
need for team-work in ophthalmic research. It is 
hoped that the W. H. Ross foundation will become 
a centre for work carried out not only in Edinburgh 
but elsewhere in Scotland. 


UNITED STATES OF AMERICA 


(FROM OUR OWN CORRESPONDENTS) 


THE MEDICO-ECONOMIC CONTROVERSY 


JUDGING from comments in the English medical 
press there is some misunderstanding of the origins 
and status of the medico-economic controversy in 
this country. Clear thinking is desirable and first 
and foremost an appreciation of the position of the 
American Medical Association. This association is a 
federation of local societies, the unit being the county 
medical society. Each such unit is self-governing 
within the rather broad regulations of the State and 
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national societies. Each unit sends a certain number 
of delegates to the State society annually, the number 
of such delegates being based on the number of 
physicians who are members of the local unit. At 
each annual State meeting delegates are chosen to 
attend the House of Delegates of the American 
Medical Association, the number thus chosen also 
depending on the number of physicians who are 
members of the State society (at present there is one 
delegate to each 825 members or fraction thereof), 
The governing body of the American Medical Asso- 
ciation is, therefore, the House of Delegates, repre- 
senting each State on a proportionate basis chosen 
in this manner. This House of Delegates has the 
power to adopt any policy it wishes under the con- 
stitution and can amend the constitution providing 
such amendment lies over for a year. The House of 
Delegates meets yearly at the time of the annual 
convention and in the same place. Facilities, how- 
ever, are provided for special extra meetings under 
certain circumstances and such meetings have been 
called on several occasions. In the interim the affairs 
of the association are directed by a board of trustees 
of nine members, two of whom are elected each year 
(only one is elected in the fifth year) by the House of 
Delegates to serve five years. No trustee can 
serve for more than two terms. The _ trustees 
have charge of the business affairs, the Journal, the 
bureaux, and most of the councils. They cannot 
however carry out any policy opposed by the House 
of Delegates and they are responsible to that house 
for their interim management. 

It has been believed that this mechanism provided 
a thoroughly democratic scheme of organisation and 
yet allowed the employees to be far enough removed 
from the vagaries of sudden change to permit efficient 
conduct of association affairs. 

In a series of resolutions adopted over many years 
but especially accelerated in the past eight or nine, the 
House of Delegates has registered its opposition to 
State medicine in the sense of placing physicians as 
the employees on a salaried basis of any govern- 
mental group. They have also opposed some phases 
of contract practice and some phases of health 
insurance, especially that kind involving complete 
prepayment of medical care. The result of these 
resolutions and the attendant publicity was such as 
to create a widespread impression among many 
physicians as well as most laymen that the official 
national medical body was opposed to all change in 
the form or character of medical care. This miscon- 
ception is important in understanding recent develop- 
ments—e.g., the highly publicised report of the 


so-called Committee of 430 Physicians. Most 
thoughtful physicians in the United States are 


largely agreed on the objectives of improved medical 
care and the direct patient-physician relationship. 
It is the method of reaching this end that causes 
controversy. Practically all are agreed that some 
people get less satisfactory medical care than present 
medical science is prepared to offer. There is however 
much confusion as to the definition of “ adequate 
medical care” and considerable difference of opinion 
as to whether ideal medical care, from the standpoint 
of present medical scientific knowledge, can be given 
to all individuals on any workable economic basis. 
An example of this difficulty is brought out in a 
recent report which indicates that patients on relief 
do not have as much nursing care in the home as 
patients with incomes of $3000 a year and over. 
This is cited as an example of “ inadequacy.” While 
the nursing care which the latter receive may perhaps 
be considered ideal it is by no means certain that 
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such care is necessary te constitute so-called 
adequate care or that the illness of nurseless patients 
would be any more prolonged or the mortality any 
higher than the former. Poorer patients tend to 
receive more hospital care than their richer fellows. 
There is no doubt in anyone’s mind that medical 
services can be improved and that the demand for 
such improvement is partly the result of the 
tremendous strides which medical science has made 
and in part the result of changed economic con- 
ditions. The demand for such commodities as auto- 
mobiles, radios, and electric refrigerators has increased 
at the same time as the cost of ideal medical services 
has risen. The American Medical Association has 
been in a favourable position to recognise the 
tremendous pressure which would be put upon the 
medical profession to endorse changes in the economics 
of medical care. It has always encouraged localised 
experiments in the rendering of such care but, 
because of the resolutions referred to, it has the far- 
flung reputation of stand-pattism and reactionary 
policy totally unjustified by the actual facts. Some 
of your correspondents regard a policy of local 
experimentation and observation as insufficient. They 
seem to me to overlook the enormous differences 
between various sections of the country in economic 
conditions such as urbanisation, custom, average 
eash income, and distance. I hold the view that 
if outside pressure does not become too great at an 
early date the medical profession will compose most 
of its differences and will develop methods which, 
while possibly not ideal, will succeed in furnishing 
improved medical care to increasingly large numbers. 


THE STORY OF HEALTH INSURANCE IN 
WASHINGTON 

Last year, as you reported at the time (1937, 
2, 281), the Home Owners Loan Corporation, a federal 
agency in Washington, set aside $40,000 to establish 
a system of health insurance for its employees. The 
Group Health Association Inc. was opened on 
Nov. Ist, 1937. Dr. R. C. Cabot spoke at the inaugural 
dinner, emphasising the value of group medicine 
in diagnosis and treatment. Unmarried employees 
insure for $2.20 per month; those with families 
large or small for $3.30 per month. On Nov. 3rd 
the District of Columbia Medical Society held a 
closed meeting and next day the press announced 
that the society was working out a health insurance 
plan of its own; it was also announced that the 
society regarded certain aspects of G.H.A. as illegal. 
On Nov. 12th, according to the Washington Herald, 
two physicians returned from Chicago with the 
assurance that the American Medical Association 
“will support the society in any solution finally 
agreed upon.”’ The District Medical Society, it was 
reported, was considering a move to close Washington 
hospitals to members of G.H.A. A few days later a 
committee of federal employees called upon the 
society to drop its opposition to group medical 
service by G.H.A. ‘‘ What do they want ? ” retorted 
Dr. M. D. Hiden of Warrenton, ‘‘ we give them all 
our time, we go out at every hour of the night, we 
give them the hospital of their choice whether or 
not it is convenient for us.”” On Nov. 29th Senator 
McCarran called on the Loan Corporation to explain 
why it had set aside funds to finance G.H.A., and on 
Dec. 17th the acting comptroller, General Richard N. 
Elliott, submitted an opinion to Senator McCarran 
that the grant of $40,000 was ‘“ without auvhority 
of law.” Nevertheless on Dee. 22nd G.H.A. 
announced it would seek 


branches of the federal government. At that time it 


members in four other 
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was said that visits to the clinic averaged from 350 
to 400 weekly. On Dec. 31st U.S. district attorney 
Leslie C. Garnett and corporation counsel Elwood 
Seal ruled that G.H.A. was operating illegally. Not 
only was it illegally practising medicine but also it 
was illegally in the insurance business. At the same 
time it was announced that Dr. Allen E. Lee and Dr. 
M. Seandiffio were on trial before the District Medical 
Society for violation of the society’s laws in con- 
nexion with their activities in the G.H.A. clinic. On 
Jan. 4th, 1938, it was announced that 260 new 
members had been admitted to G.H.A. from two 
fresh government agencies. On Jan. 7th the Senate’s 
legislative council advised that “it is not clear that 
the expenditure was one which the corporation did 
not have authorify to make.” ‘“ The diversion by 
the HOLC,” Senator McCarran rejoined, ‘‘ may 
have been legally right but it was morally wrong.” 

By this time interest in the district was thoroughly 
aroused and public discussion of G.H.A. became 
common. In a debate with Dr. T. Swann Harding, 
Dr. A. B. Bennett of the District Medical Society 
described the English system as a horrible example : 
‘“In England, where they have State medicine,” he 
said, ‘‘ the government spends $25,000,000 a year for 
administration of it. The doctors are supposed to 
treat 28 patients in two hours, which means four 
minutes to each patient.” On Feb. Ist the G.H.A. 
plan was endorsed by the district branch of the 
National Lawyers’ Guild, which held that the asso- 
ciation was not subject to the insurance laws and 
was not engaged in the practice of medicine. On 
March 2nd a letter was sent by R. T. Berry, secretary 
of the association, to officers and trustees of local 
hospitals inviting them to a meeting, and com- 
plaining that hospitals were discriminating against 
the medical staff of G.H.A. Membership in the 
association entitled the insured to 21 days’ hospitalisa- 
tion, but it was said that members were being 
“denied treatment by licensed physicians and sur- 
geons of their own choice in the hospitals of the 
District of Columbia.’”’ On March 17th Dr. Scandiffio 
was expelled from the medical society ; Dr. Lee, it 
was announced, had resigned from G.H.A. Herbert L. 
Willett, jr., director of the Community Chest 
(an organisation for collecting in one campaign sub- 
scriptions to all local charities), announced that 
pledges were being cancelled ‘* because hospitals are 
refusing to admit G.H.A. doctors.” A spokesman for 
the Loan Corporation told a newspaper writer that 
social pressure had been exerted on doctors then on 
the staff or who had contemplated joining it. In 
one case a G.H.A. doctor, it was stated, was forced 
to declare that his patient was brought by him in 
his private capacity, rather than as a G.H.A. member, 
before the surgeon would operate for acute appendi- 
citis. President Roosevelt on the other hand 
expressed his sympathy with G.H.A. at a press 
conference. 

In the House of Representatives on March 23rd 
Representative Scott charged the District Medical 
Society with endangering the lives of federal employees 
and their families through its controversy with 
G.H.A. He reported that a government worker had 
been turned out of a local hospital, though she was 
suffering from an acute attack of appendicitis, because 
she demanded a G.H.A. physician. Two days later 
the appendix ruptured and she had an emergency 
operation in another hospital. This charge was denied 
by Dr. F. X. MeGovern for the medical society ; at 
the operation in the second hospital when the appendix 
was removed it was, he said, neither acutely inflamed 
nor ruptured. At the present time events seem to be 


MEDICINE AND THE LAW 


[May 7, 1938 1075 
moving rapidly towards a crisis. The Group Health 
Association is appealing to its friends not to boycott 
the Community Chest which provides hospitalisation 
for the indigent but has no control over hospital 
policy. Another of the association’s doctors is on 
trial by his society in Texas for unethical conduct. 
A prominent Washington laryngologist, Dr. V. 
Dabney, who has been a member of the medical 
society for 30 years, has joined the association’s staff. 
Senator Robert Wagner, offering in the Senate a 
resolution providing $50,000 for investigating national 
health problems, expressed his belief that health 
insurance should have come before unemployment 
insurance and old-age pensions. Finally the Wash- 
ington newspapers of April 12th report a letter from 
the president of the District Medical Society to the 
president of Group Health Association which reads as 
follows : 

*‘ These 
Society is 


statements suggest that the Medical 
opposed to such programs and has 
adopted obstructionist tactics, has refused to cooperate 
and is trying to block such programs. On the 
contrary, the Society has long recognized the need for 
better medical care for persons of low income and we 
are earnestly seeking a sound, safe, satisfactory 
solution of the problem. 

‘The Society is willing to cooperate with any lay 
group, including Group Health Association, in setting 
up and carrying out a program to this end. The 
only conditions are that the programs must be 
legal, ethical, economically sound and provide service 
in conformance with recognized medical standards. 

‘“We sincerely believe a program can be worked 
out under these conditions, which will provide 
adequate medical care for persons of low income, 
free choice of physician and a system of regula 
monthly payments, in the nature of insurance 
premiums.”’ 





MEDICINE AND THE LAW 


Must the Surgeon Count the Swabs? 


Mahon v. Osborne, tried at the Manchester assizes 
last week, was one of those cases where a swab has 
somehow been left behind in the patient’s body 
when the wound is closed after an operation. The 
surgeon .had relied on the counting and checking of 
the swabs by an experienced theatre staff. Where 
would the jury place the blame ? Would they say 
as in Byrne v. Thorn in 1904—that, if the nurse 
made a mistake, the operating surgeon was liable 
because the counting was a vitdl part of the operation 
undertaken by the surgeon? Or would they—as in 
the South African decision in 1924 (Van Wyk v. 
Lewis)—hold the theatre sister to be independent of 
the surgeon so that any negligence on her part was 
something for which he should not be made to 
account ? In the end they seem to have said—as in 
James v. Dunlop in 1931—that the surgeon was 
liable upon the particular facts of the case. 

Thomas Mahon, a labourer, was brought to 
Davyhulme Park Hospital near Stretford on 
March 4th, 1937. He was suffering from a perforated 
duodenal ulcer. Mr. R. }. Osborne operated the 
same day. Owing to the subsequent condition of the 
patient, the visiting surgeon of the hospital conducted 
a second operation on June 12th, and a swab 10 in. 
by 8 in. was found in the body. The patient died 
next day. His mother brought an action for damages 
for negligence. Mr. Osborne’s defence was that he 
was assisted by a highly trained nursing staff on 
whose care and skill he was entitled to rely ; there 
was in use a system by which swabs were carefully 
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counted and checked ; in the circumstances, he con- 
tended, it was not the surgeon’s duty, nor was it 
in the best interest of patients, for him to count the 
swabs or check the removal; that was the duty of 


the theatre nursing staff. He had inquired if all 
the swabs were accounted for; on receiving an 


answer in the affirmative, he closed the wound. For 
the plaintiff it was claimed that it was the duty of 
the man who put in the swabs to take them out. 
Here there is perhaps a suggestion that the surgeon, 
in interfering with a patient’s body, commits some 
kind of assault; but the patient has 
impliedly invited the surgeon to do what is necessary. 
On the surgeon’s side it was pointed out that swabs 
are extremely difficult to detect by sight or touch ; 
they may be indistinguishable in colour from the 
surrounding the swab may be used 
several times in the course of an operation; the 
surgeon cannot possibly keep a mental note of the 
number used. This particular swab had no forceps 
attached. Perhaps the foreeps had fallen off; 
perhaps two swabs were folded together. It was 
stated that over 3000 abdominal operations’ had 
taken place at the hospital and this was the first 
misadventure of this kind. - In accordance with 
sound standards of hospital practice a tally was kept 
on a blackboard of the number of swabs used. They 
were grouped in bundles of five and were checked by 
the theatre staff before use. Mr. Justice Atkinson 
pressed Mr. Osborne to give his own theory of the 
mistake. The witness said he thought there might 
have been a miscount; possibly two swabs were 
given him at one time, the one with forceps attached, 
the other without. Miss Ashburner, the theatre 
sister responsible for the checking, described the 
method adopted. By the time the swabs reached the 
table they had been counted three times. She was 
not conscious herself of having done anything amiss. 
Her evidence caused the court to inquire how she 
came to have omitted to enter a defence in the 
proceedings. She had originally been made a 
defendant like Mr. Osborne, but she had put in no 


trespass or 


tissues ; same 


appearance ; judgment had therefore been signed 
against her in default and the court had been 


informed that, so far as she was concerned, the sole 
duty of the jury was to assess the amount of damages 
she would have to pay. She gave her own explana- 
tion. She had written to Mr. Osborne about the 
claim made against her, and she had been interviewed 
by Mr. O. A. Hempson, a partner in the firm of 
solicitors acting (through the Medical Defence Union) 
for Mr. Osborne. There had evidently been a mis- 
understanding. Neither Mr. Hempson nor Mr. 
Osborne had undertaken her defence. Mr. Hempson 


indeed made it clear in the witness-box that he 
would never have advised that the surgeon and the 


theatre sister should have their case conducted by the 
same legal advisers. The judge was satisfied that 
everybody had acted in good faith and that Miss 
Ashburner, who ought to have taken legal advice, 
never intended to admit liahility. The judgment 
signed against her was, by consent of all parties, 
cancelled. But, with the case thus reopened against 
Miss Ashburner, no specific allegations of negligence 
were formulated so far as she was concerned nor did 
the plaintiff's counsel prepared to impute 
blame to her. It was not surprising that the jury 
eventually found no negligence on her part. Mean- 
while expert witnesses had testified to the care and 
skill of Mr. Osborne. Mr. John Morley, professor of 
surgery at Manchester University, reminded the 
court that the surgeon has to balance in his judgment 
the harm he may do by an extensive search as against 


seem 
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He 


the harm he may do by leaving a swab behind. 


added that a swab was difficult to detect when 
saturated with fluid and difficult to discover by 
touch. The judge told the jury that Mr. Osborne 


had given his evidence with conspicuous frankness 
and was a witness who would command their con- 
fidence. The jury declared themselves unanimously 
of opinion that Mr. Osborne was working under 
difficult conditions during the operation, but they 
came to the conclusion that he had not made a 
reasonably sufficient search for swabs and that a 


search would have disclosed the missing swab. On 
this finding the plaintiff was awarded £616 33s. 6d. 


and costs against Mr. Osborne, with a stay of 
execution for 14 days pending consideration of appeal. 
How a jury reaches its unanimous conclusions in 
questions of such technical difficulty is one of the 
mysteries of our forensic system. Possibly an actual 
experience of the surgeon’s task in the operating 
theatre would go far to convince juries that counting 
swabs at the close of an operation is not so simple 
a matter as counting the number of persons on a 
bench in the law courts and that other considerations 
may make it impracticable to explore the patient's 
body at leisure. In effect the verdict in Mahon v. 
Osborne means that a surgeon is not to delegate the 
task of checking the swabs to the sister who is 
trained to undertake it, but that he must somehow 
keep count of every swab while his mind is intent 
upon the all-engrossing complexities of the operation. 
The verdict does not seem to suggest that the surgeon 
is responsible for the sister’s possible error, so much 
as that he himself must do everything. 


RESPONSIBILITY FOR NURSES 


A legal journal, in a preliminary comment on 
Mahon v. Osborne, observes that the reports of the 
case do not disclose the exact status of the Davyhulme 
Park Hospital. ‘“‘ We must presume,” adds our con- 
temporary, ‘‘ that nothing at all, either in law or in 
fact, could be said against its owners.’’ This remark 
may serve to link up the case with recent discussion 
at the Stowmarket District Nursing Association, 
where it was suggested that the employing body 
might be well advised to declare that it accepted no 
liability for claims made on the basis of the alleged 
negligence of a nurse. The public health department 
of the East Suffolk county council had written to 
point out the need of adequate insurance against 
possible claims. It was said that a recent action 
had resulted in damages being awarded against a 
cottage hospital to the amount of £3649 on the 
ground of the alleged negligence of the staff; the 
hospital had been insured, but the policy provided 
that the maximum payable on any one claim should 
be £1000. Thus a substantial sum had to be found 
from other sources. To disclaim liability for the 
negligent acts or omissions of its servants and agents 
may not be easy for a nursing association. While the 
parallel may not be exact, the London Passenger 
Transport Board could hardly protect itself from 
claims made by injured pedestrians by merely 
announcing that it would not in future hold itself 
liable to pay damages for traffic injuries caused by 
the drivers of the Board’s vehicles. The law of 
agency and the principle of respondeat superior are 
too strong for that. 


Mistake in Dose of Sleeping Draught 


The risks of consultation by telephone were revealed 
at the inquest on Lady Rankeillour on April 28th. 
A patient had been suffering from shingles; her 
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teeth had been extracted and she was under the care 
of a nurse who had been attending her since last 
November. Her medical attendant was paying her 
a visit once a week. The nurse, to summarise the 
evidence she gave at the inquest, telephoned to the 
doctor that the patient was unable to sleep. She 
asked his advice and mentioned the possible use of 
paraldehyde about which he had spoken some time 
before. She understood the doctor to say that she 
should give 6 oz. in 8 oz. of paraffin. She had not 
given paraldehyde to a patient for 16 years and she 
did not remember the dose. She wrote down what 
she understood to be the doctor’s direction. She 
asked if she could obtain it without a prescription 
and he said “ Yes.” She then asked a chemist for 
20 oz. in a bottle. She administered the dose of 
6 oz. in paraffin by the mouth before giving } gr. of 
heroin. by hypodermic injection. She found next 
morning that she could not wake the patient. The 
doctor was hurriedly communicated with and he at 
once demed that he had ordered 2 dose of 6 ounces. 
He was sure that he had said “6 jtrachms ” over the 
telephone, while the nurse evidently had no doubt 
that he had said “6 ounces.” Dr. John Taylor, 
pathologist, who stated that death was due to 
syncope, informed the coroner that the official dose 
by the mouth was from } to 2 drachms. The 
coroner repeatedly pressed the nurse about the dis- 
appearance of the piece of paper on which she had 
written down the doctor’s instructions. The witness, 
who was naturally distressed, could say no more 
than that she had torn it up. After all, as she pointed 
out under pressure, the note was in her own hand- 
writing and she could have written another one if 
minded to deceive the tribunal. The family of the 
deceased generously abstained from accusing any of 
the parties of negligence. The inquest brought out 
the fact that paraldehyde is neither a poison on the 
Poisons List nor a dangerous drug within the 1920 
Act. There are no restrictions in obtaining it. The 
chemist who supplied it was understood to have told 
the nurse that 6 oz. was a large dose and that he 
thought the maximum was 2 oz. He was aware that 
it is a drug which is somewhat flexibly administered. 


INTERNATIONAL CONGRESS OF 
LEPROSY AT CAIRO 


Tue first three leprosy conferences on an inter- 
national scale were held in Berlin, Bergen, and 
Strasbourg, the last of these being held fifteen years 
ago. At these conferences important agreements were 
arrived at. In 1931, through the generosity of the 
American Leprosy Foundation, a meeting of a 
limited number of experts was held in the Philippines. 
This latter took the form of a round-table conference, 
and after three weeks’ deliberations a classification 
and terminology of leprosy was arrived at which 
has been generally accepted and which has done 
much to get rid of the confusion which formerly 
surrounded this difficult subject. 

The fourth international congress was held in Cairo 
from March 2Ist to 27th, under the patronage of 
King Farouk, who opened the first session. Subsequent 
sessions were held at the faculty of medicine of the 
University of Egypt. 

The scientific side of the congress was organised 
by the International Leprosy Association. Important 
workers in leprosy from nearly all countries where 
leprosy is a serious problem accepted the invitation to 
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attend. Fifty countries in all were represented, 
most of them by official delegates. After that of 
Egypt itself the largest delegation was from Brazil, 
where much excellent anti-leprosy work has been 
done during the last few years. 

The aim of the congress was to combine as far as 
possible the international and round-table modes of 
procedure. Papers were read and discussed at the 
morning sessions, while four subcommittees made up 
of exponents known to hold different views met in 
the evenings to thrash out important aspects of 
leprosy : classification ; treatment ; endemiology and 
control; and in-vitro cultivation of Mycobacterium 
lepre. It was proposed (a) as far as possible to reach 
agreement on matters in dispute, and (b) failing 
agreement, to formulate common methods of pro- 
cedure along which all could work, and common 
methods of record which would make it possible to 
compare results obtained in different places. In spite 
of the short time available, satisfactory progress was 
made, and the lines have been clarified along which 
concerted action should be taken before the next 
congress five years hence. Resolutions based upon 
the reports of the first three subcommittees were 
adopted by the congress and will be published shortly 
in a special bulletin. 

The papers read at the congress were divided into 
six sections, one whole session being devoted to each : 
geographical distribution and epidemiology ; clinical 
types and classification ; research, including cultiva- 
tion and inoculation of the leprosy organism ; treat- 
ment; methods of control ; miscellaneous, including 
rat and buffalo leprosy. 


DISCUSSIONS AND COMMUNICATIONS 


Differences between types of leprosy. Among 
many aspects of interest and importance raised 
perhaps the most outstanding was the difference 
between the two main types of leprosy. The term 
‘ cutaneous,” as applied to one of these types, has 
now been definitely abandoned in favour of the term 
‘‘lepromatous.”’ There is general agreement that the 
lepromatous type of lesion differs widely from the 
neural and especially from the tuberculoid. This 
difference extends to all aspects of leprosy. The 
clinical and histological pictures are distinct; the 
prognosis is much more favourable in the tuber- 
culoid; the lines of treatment differ in the two 
types, as do also the methods of control. The 
tuberculoid type of lesion, at first supposed to be 
confined to one or two countries. is now recognised 
to have a much wider distribution ; it may, in fact, 
be the commonest type. . 

In the discussions on treatment, the primary 
importance of general physical improvement was 
again emphasised. It is recognised that the prin- 
cipal predisposing causes may vary in different 
places; also that the disease may take on a severer 
form and be less amenable to treatment in some 
places than in others, though whether this is due to 
physiological, sociological, or economic differences is 
not yet clearly determined. The oils of the various 
chaulmoogra or hydnocarpus species still hold first 
place under special treatment. Reports were given 
from various centres where better results had been 
obtained with larger doses of the oil or esters, as 
much as 20 c.cm. or more being given subcutaneously 
per week. These larger doses are now made possible 
by the pure quality of the oil prepared from carefully 
French workers reported promising 
results with a new preparation, a combination of 
chaulmoogra and cholesterol which, in the form of a 
fine emulsion, is given intravenously. 


selected seeds. 


Epidemiology.—One of the most important aspects 
of leprosy centres round methods of conducting 
leprosy surveys and recording results. The findings 
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of the subcommittee on epidemiology should gradually 
produce in coming years a harvest in the form of 
comparable reports from widely varying endemic 
countries. It may then become possible to determine 
whether leprosy is increasing or diminishing in any 
area surveyed, and what are the principal factors 
governing incidence. 

Much interest was called forth by a paper read by 
Dr. M..H. Soule (Ann Arbor, Mich.) on in-vitro 
culture of M.lepre. He has new succeeded in carry- 
ing on a slow-growing culture through 60 series of 
subcultures. Controls with heated lepromatous 
material produced scanty numbers of organisms by 
‘ carry over ”’ only to six subcultures. Ordinary media 
are used, but the results are apparently due to the 
carefully regulated pressure of oxygen and carbon 
dioxide under which the cultures are kept. Unfortun- 
ately other experienced workers who have used Soule’s 
methods have so far failed to confirm his results. 

Dr. S. Adler (Jerusalem) made a communication on 
the inoculation of splenectomised Syrian hamsters with 
M. lepre (see Lancet, 1937, 2, 714, 834) and by the 
microscopic slides demonstrated. There seems little 
doubt that human leprosy has been transmitted 
successfully to these animals and that the bacilli have 
multiplied considerably. It is still too soon to know 
whether progressive disease will result and whether 
the infection can be transmitted through successive 
series of animals. If this proves possible we may find 
ourselves possessed of a new method of testing the 
chemotherapy of leprosy. 


AND CONTRACT PRACTICE 
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During the course of the congress the first general 
meeting of the International Leprosy Association 
was held. This association, formed in 1931 at the 
conference in the Philippines, includes in its member- 
ship the leading leprologists throughout the world. 
The appointment of its new president, Prof. E. 
Marchoux, is particularly appropriate, as the next 
international leprosy congress will be held in Paris in 
1943. Comment was made on the value of the Inter- 
national Journal of Leprosy, the organ of the associa- 
tion, to workers throughout the world. Its publication 
is made possible by the American Leprosy Foundation 
which, besides giving generous grants, lends the 
part-time services of the editor, Dr. H. W. Wade. 

Perhaps the most valuable aspect of this congress 
was the opportunities it afforded for personal meeting 
of workers all over the world. Leprosy is among the 
most difficult and baffling of all diseases, and these 
personal contacts are likely to remove many mis- 
conceptions and misunderstandings, and prove a 
valuable stimulus to international coéperation. 

All agreed that the congress was an outstanding 
success and gratitude was expressed to the Govern- 
ment of Egypt for undertaking its organisation on 
the general and social side. Much hospitality was 
offered and good arrangements were made to enable 
members to visit scientific institutions and places of 
historic or other interest. 


PANEL AND CONTRACT PRACTICE 


Treatment ‘‘in respect of’’ a Confinement 

EIGHTEEN years after the terms of service were 
incorporated in the medical benefit regulations, 
Clause 8 (3) still provides that the treatment which a 
practitioner is required to give does not include treat- 
ment in respect of a confinement, that is to say, 
attendance in labour resulting in the issue of a living 
child, or attendance in labour after 28 weeks of 
pregnancy resulting in the issue of a child, whether 
alive or dead, or attendance within 10 days after 
labour in respect of any condition resulting therefrom. 
A practitioner has just interpreted this clause as 
meaning that he is not required to give any service 
in respect of the condition of pregnancy if it lasts 
28 weeks, but as he realises he cannot be sure in 
advance that the pregnancy will extend to 28 weeks 
he is seeking to apply his theory only in cases which 
have attained that period. In order to test his reading 
of the terms of service he has charged two insured 
women one shilling each for private certificates of 
incapacity, although each of the women applied for 
a N.H.I. certificate. No question arose as to their 
incapacity or otherwise. 

The case was investigated by the medical service 
subcommittee which summarised the practitioner’s 
contentions as follows : 

(1) That a practitioner is not liable for the antenatal 

care at any stage of pregnancy which is going to 
result in the issue of a living child; (2) that a prac- 
titioner is not liable for the antenatal care of a 
pregnancy which, after 28 weeks, results in the issue 
of a child, whether alive or dead; (3) that a prac- 
titioner is not liable to provide attendance in labour 
after 28 weeks of pregnancy. 
As regards the third contention there was no difference 
of opinion, but after giving careful consideration 
to the first two contentions the committee felt they 
had no alternative but to reject them. In their 
view the practitioner is required to provide any 
necessary treatment up to the actual onset of labour 


a view which coincides with what has been established 
custom. The basis for the practitioner’s contention 
is, it seems, that all the words after “‘ that is to say ”’ 
are a definition of the word “confinement”; the 
committee regard them as a definition of the phrase 
“treatment in respect of a confinement.’’ Thus the 
committee would say that the treatment which a 
practitioner is required to give “does not include 
attendance in labour . . .” while the practitioner 
would substitute “does not include treatment in 
respect of an attendance in labour... .”’ 

A while ago correspondence on a hypothetical 
case of this sort instanced a woman who goes to her 
doctor and requests him to attend her in her confine- 
ment. The writer claimed that all the things the 
doctor would do, both before and after labour, would 
be treatment in respect of the confinement, and this 
seems to sum up the point of view of the practitioner 
in the present case. ‘‘ Medical Insurance Practice,” 
after setting out the gist of Clause 8 (3), goes on to 
say that it follows that antenatal care and the treat- 
ment of any conditions not arising out of labour 
are covered by the general obligation imposed on an 
insurance practitioner to give, free of charge, to an 
insured person proper and necessary medical services 
within the competence of a general practitioner. And 
until the present claim this was the view universally 
held. 

The insurance committee adopted the recommenda- 
tion of its subcommittee that the practitioner, having 
committed breaches of the terms of service, should 
be required to refund the fees paid for the certificates 
of incapacity. He has the right of appeal to the 
Minister of Health. 


GESELLSCHAFT DEUTSCHER HALS- NASEN- UND 
OHRENARZTE,—Dr. Herbert Birkett (Montreal), Dr. Brown 
Kelly(Glasgow), Dr. D. R. Paterson (Cardiff), and Sir StClair 
Thomson (London) have been elected honorary members 
of this society. 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 


various occupations. 


Each contributor is responsible for the section for a month ; 


his name can be seen later in the half-yearly index 


FROM “SILVER DOCTOR” 
I 
Surreptitious scruples, gyroscopic grains 
Levitate our Lancet, syncopate its strains : 
Doctors, do be cheerful, cultivate a smile, 
Drop that wise expression—be yourselves a while ! 
* OK *” 

THERE is a kindly ring about this title ‘“ Grains 
and Scruples.” The word ‘ Grains’ encourages a 
hope that our Editor is a charitable person who does 
not despise small things and may not expect too 
much from his contributors. ‘‘Scruples”’ strikes 
another comforting note but is withal somewhat 
tantalising in its vagueness. Does it refer to the 
ancient pennyweight of the apothecary, the equivalent 
of twenty grains, or is it a sly hint that these para- 
graphs must never depart from the rules of the 
immortal Cocker? In either case an unscrupulous 
Lancet is unthinkable, and its hallowed title 
refined from the common or surgical “ knife ’— 
recalls the benevolent atmosphere of frock-coats and 
gold-headed canes. Honi soit qui mal y pense. 

* * * 

Twenty-five years as physician on the staff of a 
London teaching hospital is a fair innings, during 
which one has had to play the game on every sort 
and kind of wicket and keep a straight bat against 
an endless variety of bowling. Not the least remark- 
able development of this wonderful twentieth 
century is the world-wide rise of a national and inter- 
national health-consciousness. Any and every angle 
and corner of the healing art has become the subject 
of unceasing public and private discussion. The 
importance of health as a national asset is recognised 
at its true value, and to-day “be fit” is boomed as 
the greatest of all commandments. Constituted 
British authorities, such as the Royal Colleges and 
the General Medical Council, have awakened to a 
sense of their responsibilities, a live British Medical 
Association prods the practitioners, and a _ vast 
Ministry of Health pours out millions in social services 
for all. The old order changes with a vengeance and 
maybe this is only a beginning. 

Previous writers in these columns have discussed 
such great issues as the fate of the voluntary 
hospital system, the virtues of whole-time hospital 
staffs, and the inadequacies of medical education. 
There comes a time when the most serious of 
us grows a trifle sated with the vehemence of 
the reformer’s thunder. Meanwhile income-tax 
rises, school bills must be paid, and the con- 
sultant survives in spite of innumerable kicks 
among his occasional guineas. But it is difficult to 
withstand the tendency of the age and I have no 
doubt that later on I shall be betrayed into an 
sarnest attempt to set out my views on the needs of the 
times. It may be permissible, first, to discuss some 
of the minor incidents, just the ordinary noughts and 
crosses, which infest the path of the physician of to-day. 

* oa * 

What a pity that so few physicians on the honorary 
staffs of hospitals stick to their own job. Surely it 
should be a cardinal rule that he does not see a 
patient in a patient’s home except with the family 
doctor, and that he never treats a private patient but 


always writes his opinion to the general practitioner. 
Aut Cesar aut nullus! One or the other, consultant 
or practitioner, but it is neither fair nor proper to 
act as both. On the lowest of all grounds it is a 
mistake, for it doesn’t pay, since the profession soon 
learns to trust the pure consultant who refuses to 
usurp the position of the family doctor. Similarly 
what a fool is the practitioner who objects to a con 
sultation. Every patient has the right to a second 
opinion, and if an invalid is not improving, the two- 
heads-are-better-than-one principle is common sense. 
*~ * * 

The matter of fees is a recurring bugbear. The 
amount of a consultant’s fee is definitely fixed, but 
there are instances where it is right that it be reduced. 
Unfortunately there also are mean people who seek 
to evade their due responsibilities. It is a sound rule 
for the consultant to leave the fee question to the 
family doctor who is better able to assess the patient’s 
finances. At the request of the practitioner (but not 
the patient) I made it a rule to accept half-fees, and 
if any patient could not afford this I saw him for 
nothing. This plan worked admirably and saved 
unpleasant haggling. Once (but only once) a worthy 
fellow asked permission to pay a double fee and I 
regret still the silly pride which forbade its acceptance ; 
there was one, too, who quibbled as to whether he 
should pay two or three guineas but jumped at my 
suggestion of “‘ double or quits,” and thank goodness 
he lost! Fees from relatives of medical men may 
present difficulty. Doctors always have prized the 
privilege of giving their services to colleagues and 
their families, but there is a fringe of in-laws, uncles, 
aunts, and cousins for which undue advantage may 
be claimed. Fees from such cases should be accepted 
when they are in a position to pay. In an experience 
of hundreds of these people I refused any payment, 
but this was unnecessarily quixotic, and the net 
result was an array of silver-plate for one’s servants 
to polish and a collection of impossible cigars! Since 
retirement I insist on paying half-fees for medical 
services to my family or myself and this seems a 
reasonable practice. 

* * * 

Of late the public conscience has been harrowed 
by stories of fee-splitting physicians and money- 
grubbing surgeons, men who consider their own 
pockets before their patients’ interests. I take this 
opportunity to record that during my long years of 
consulting practice there was but a single occasion 
when any suggestion (and that a very minor one) 
of such a crime came under my ken. I do not believe 
that there exists a more high-principled body of men 
than the doctors of Great Britain. 

* * * 

Retirement, the voluntary resignation from active 
work while one is still capable of duty, is a more 
or less modern conception. Savages always have 
disposed of their aged in no uncertain way. In 
medieval times men continued the fight for existence 
till they dropped, or the other fellow dropped them. 
Provision for old age by thrift or insurance was 
unborn, and the autumns and evenings of life were 
rare and uncomfortable affairs. The greatest of all 
books tells us ‘‘ The days of our years are threescore and 
ten ; and if by reason of strength they be fourscore 
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years, yet is their strength labour and sorrow.” Old 
men were a nuisance to themselves and everyone else. 
In my youth it was the fashion to speak of “ dying 
in harness’ as a glorious ideal. To-day all this is 
changing. The expectation of life has increased and 
still grows, and the urban urge throngs our cities 
with young men tumbling over one another in the 
struggle for the prizes in every walk of life. Nowa- 
days the race is to the young, and too old at 60, 50, 
or even 40 is a common ery. Men are required to 
resign important commands at a fixed age, pensions 
have become a recognised provision, and the State 
makes an allowance for every citizen who survives 65. 

Medicine has had to toe the line. Hospital 
authorities insist on an age-limit for their staffs, 
and the public has ceased to regard senility as the 
touchstone for medical wisdom. This is as it should 
and makes for fitter physicians and surgeons. 
Medicine is a strong man’s job. There is something 
out of place in the picture of the ageing physician of 
whom it is whispered (however affectionately) that he is 
‘getting past it.” Old age begets slackness and slack- 
ness may have tragic consequences in dealing with 
human lives; indeed it might be a good law which 
forbade the doctor over a certain age to practise at all. 

Consultants seem to react slowly to these necessities 
and many hang on overlong to practice : some frankly 
funk retirement and wonder how they will fill their 
time. The answer is obvious. Every man, and 
especially every doctor, should cultivate a hobby 
during his working years which will enable him to 
look forward to retirement as a time when he will have 
leisure to devote to its enjoyment. After ten years 
of retirement I can vouch for its delights. Gone are 
those days of unending rush from one job to the next 
with one eye on the clock and the other on one’s 
appointment-list. No more scamped meals and no 
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An Epidemic of Poliomyelitis 


be 


In the stress of medical and administrative pre- 
occupation with the epidemic of poliomyelitis which 
began in Melbourne last June there was at first little 
time to prepare any detailed account of its behaviour. 
Now, however, much interesting information can be 
gathered from a full report of a symposium held by 
the Victorian branch of the British Medical Asso- 
ciation at Melbourne,’ and from articles contributed 
to the State health bulletin ? by officers responsible 
for different phases of administration. The season of 
onset of this epidemic has already been the subject 
of wide interest. Apart from minor rises in the 
spring, and small trailer outbreaks recorded in the 
United States in autumn and winter, the only serious 
epidemic which appears to have fallen outside the 
normal summer season was that in Sweden in 1911, 
where there were 3840 cases, with 380 deaths, between 
October and December. The Victorian 
began in the antipodean midwinter and gathered 
impetus up to the end of the year. In Melbourne 
the decline began almost six months later, at mid- 
summer, but abatement was delayed in extra- 
metropolitan parts of the State for another month. 
The most favourable time of the year for polio- 
myelitis, the late summer and autumn, seems to be 
passing without exacerbation. 

By Australian standards the virus has been 
unusually damaging although Dr. John Dale, medical 
officer of health for Melbourne, says that it was not 


epidemic 


1 Med. J. Aust. Feb. 26th, 1938, p. 402 
? State of Victoria, Commission of Public Health (295, Queen- 
street, Melbourne): Health Bulletin Nos. 51 and 52, 1937 
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longer does the telephone-bell strike a note of terror. 
Each morning after breakfast a man may light a 
pipe and read his newspaper in peace. Dreams of 
travel have come true, one has caught fish in many 
waters, there is time to read, the opportunity to think, 
and THe LANCET is digested on the day of its arrival! 
What more can a man desire ? 

Some readers of these lines will be shaking their 
heads: ‘‘ All very well, my dear man, but you have 
been lucky and it is impossible to save money in these 
days.” It is true that the consultant requires what 
is known as luck in certain directions, the luck of 
good health and the luck to possess a capability for 
hard work, but the rest is largely in his own hands. 
Any man on the staff of a teaching hospital can 
look forward to sufficient practice to enable him to 
save money, provided that he sticks to his job and 
lives carefully. Aye, there’s the rub! Are our 
young physicians content to be economical and does 
the Queen Anne-street cobbler keep reasonably 
close te his last ? What about those modern “ week- 
ends’”’ and the ever-increasing evening ‘‘ shows,” 
and to-day who thinks of “‘ taking care of the pence ”’ ? 
A country cottage and a second car seem to be regarded 
as necessities, the golfer must join a seaside club, and 
every sportsman expects his Scottish fishing or his 
gun in a syndicate-shoot. That’s the way the money 
goes and “‘easy come and easy go” is too often the 
motto of Harley-street to-day. It is an axiom of 
sound finance that every man should put aside a 
percentage of his income, but how many physicians 
keep any record of their expenses? If consultants 
would cut their coat according to its cloth and invest 
a yearly saving in gilt-edged securities, retirement at 
a reasonable age on a modest competence should 
with any luck be still possible, and by Heck the game 
is worth the candle ! 
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comparable in lethality to that of the strain causing 
the epidemics in New York in 1916 or New Zealand 


in 1916 and 1924. He found no evidence that it was 
more infectious; but this is a property of com- 
municable disease, as distinct from virulence, which 
is always hard to measure, and especially in a disease 
like poliomyelitis in which the extent of latent 
immunisation cannot be determined by simple 
laboratory methods. The age-distribution of cases, 
which might be an index of infectivity, has certainly 
not been unusual: 96 per cent. of those affected 
were under fourteen and 83 per cent. under ten, 
with the peak incidence at six years of age in the 
inner Suburbs of Melbourne but rather later elsewhere. 
The excess of male cases has been a little higher 
than usual, these representing about 60 per cent. of 
the total. Among 109 children, contacts with older 
cases carefully watched in his own area, Dr. Dale 
detected 7 definite paralytic cases and 11 which were 
regarded as abortive, but he thinks that this rather 
heavy incidence may have been attributable to 
familial susceptibility combined with a high degree of 
exposure. The incubation period was not less than 
seven days and ranged usually from eight to twelve. 

Some useful observations on the early diagnosis of 
poliomyelitis have been made by Dr. Mostyn L. 
Powell. Cough or coryza was rare and, except in 
cases of pharyngeal paralysis, had to be regarded as 
evidence that the illness was not poliomyelitis. 
(Fortunately from the diagnostic standpoint, con- 
eurrent colds and poliomyelitis were uncommon in 
this epidemic, and indeed, Dr. F. V. Scholes, medical 
superintendent of Fairfield Hospital, reports an 
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exceptionally low incidence of all the other infec- 
tions, a factor which eased the hospital situation.) 
Dr. Powell also refers to the rarity of the diarrhea 
so often mentioned in text-books. Severe acute 
unilateral pain, and especially tenderness, were more 
likely to be due to other causes ; the pain of polio- 
myelitis might be severe enough at times but was 
usually dull and not much increased by palpation. 
Rigors and rashes were quite exceptional. Mental 
clouding was rare and brief. Although no positive 
sign or symptom could be regarded as truly diagnostic, 
a coarse intention-tremor was highly suggestive. 
There was almost always a background of headache, 
some drowsiness, lassitude, and possibly fever of some 
days’ duration. The value of lumbar puncture was 
limited, and it may be mentioned that earlier observers 
have regarded this procedure as not without risk in 
suspected incipient or abortive forms of the disease. 

As to the period of observation required in abortive 
cases, Dr. Scholes found no case in which paralysis 
developed more than twelve days after the onset of 
symptoms. He gives clear instances of hospital 
infections arising by contact with cases so anomalous 
as to be almost undiagnosable. His contributions 
both to the discussion and the government report are 
of special value in connexion with the practical 
problems of hospital administration. Of these the 
most urgent was the supply of respirators of a type 
resembling, but not identical with, the Drinker 
apparatus. These were devised by, and produced 
under the supervision of, Prof. Burstal of the faculty 
of engineering. The electricity supply was duplicated 
in case of failure. About 40 patients were receiving 
respirator treatment at one time, some continuously, 
others intermittently. Altogether 23 respirators were 
in use for these patients and two ward-blocks of 
24 beds each were specially reserved for them. Of the 
patients in respirators 26 died, pharyngeal paralysis 
being the commonest cause. Up to Jan. 28th 1159 
patients had been admitted to Fairfield Hospital, 
and 68 of these had died. 

From the outset the risk to nurses was recognised, 
and those with five years’ experience (and therefore 
probably of immunising exposure) were selected for 
the poliomyelitis wards They took no special 
precautions ; but younger nurses in wards set apart 
for other diseases had to wear respirators because of 
the risk they might run from occult cases. One nurse 
did have a mild paralytic attack and another had 
vague symptoms, ultimately attributed to polio- 
myelitis since she formed a link in a chain of infection. 

Up to the end of January 1214 cases had been 
reported in Melbourne and 556 in the rest of the 
State. There was public alarm and the education 
department was faced with the problem of school 
closure. It was adopted at the outset in Melbourne, 
but soon modified to apply only to younger children. 
While it is believed that segregation of their children 
by parents reduced the incidence or delayed the spread 
so as to make the epidemic manageable, school closure, 
in towns at least, was considered of doubtful value. 
On the other hand, children were regarded as the 
chief vectors, only occasional circumstantial evidence 
of transmission by adult carriers being found. 


Mental Health in Scotland 
The General Board of Control for Scotland, in their 
report for 1937 ! state that they had official cognisance 
of 19,687 insane persons, an increase of 56 during 
the past year. Of these, 16,874 were maintained from 
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the rates, 2727 from private sources, and 86 at the 


! Twenty-fourth annual report of Genera] Board of Control for 
Scotland. Edinburgh: H.M, Stat. Office. 1938. Pp.47. 1s. 6d 
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expense of the State. Progress has been made in the 
treatment of general paralytics by induced malaria. 
Many patients have had the disease arrested and 
have been discharged, and the mortality from neuro- 
syphilis has decreased from 201 in 1921 to 67 in 1936. 
It has also been found possible to give malarial treat- 
ment in general hospitals to early cases and so make it 
unnecessary to remove them to the overcrowded 
wards of the mental hospitals. This treatment has 
diminished the number of beds required for these 
patients. Hypoglycemic shock from insulin and 
injections of Cardiazol are being increasingly used in 
the treatment of schizophrenia. Two research 
institutes, one in the east of Scotland and the other 
in the west, are assisted by Treasury grants and have 
provided valuable service in collaboration with the 
medical staffs of the mental hospitals. Scientific 
investigation in the asylums themselves is greatly 
restricted by the insufficiency of the medical staff. 
The shortage of nurses is acute in some districts. Many 
asylum authorities have made efforts in recent years 
to improve the conditions of work. They have 
provided nurses’ homes on modern lines with arrange- 
ments for study and recreation, and single rooms 
attractively furnished. Many authorities have intro- 
duced a forty-eight hour week, and others have 
reduced the hours of duty. The Board are among 
those coming forward with suggestions for improve- 
ment of conditions in various directions in order to 
relieve the shortage of nurses. Food, they consider, 
might be more varied and served more attractively, 
and more adequate time might be allowed for meals. 
Better opportunity for recreation and amusement 
should be provided. One mental hospital has intro- 
duced a break during duty hours, with good results. 
The Board admit that the shortage may be mainly 
due to the long hours, and that an eight-hour day 
and more generous annual leave might attract recruits. 

Scotland has the same trouble as England in finding 
accommodation for mental defectives, and most 
local authorities have been slow to carry out their 
statutory duties. The Board are trying to bring 
about combinations of district by persuasion, as they 
have no statutory power to direct them. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
APRIL 23RD, 1938 

Notifications.—The following cases of infectious 
disease were notified during the week : Small-pox, 0 ; 
searlet fever, 1864; diphtheria, 1048; enteric fever, 
21 (26 “‘expected”’?); pngumonia (primary or 
influenzal), 1212; ‘puerperal pyrexia, 199; cerebro- 
spinal fever, 21; acute poliomyelitis, 3; acute 
polio-encephalitis, 3; encephalitis lethargica, 2 ; 
dysentery, 63; ophthalmia neonatorum, 88. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on April 29th was 5167, which included : Scarlet 
fever, 775; diphtheria, 1132 (carriers 42); measles, 1975: 
whooping-cough, 287; puerperal fever, 17 mothers (plus 10 
babies); encephalitis lethargica, 283; poliomyelitis, 1 At 
St. Margaret’s Hospital there were 24 babies (plus 11 mothers) 
with ophthalmia neonatorum 

Deaths.—In 126 great towns, including London, 
there was no death from small-pox or enteric fever, 
10 (4) from measles, 3 (1) from scarlet fever, 16 (2) 
from whooping-cough, 30 (2) from diphtheria, 47 (11) 
from ‘iarrhoea and enteritis under two years, and 
56 } from influenza. 

Measles was fatal in 28 great towns, Hull and Liverpool 
each having 4 deaths Birmingham reported 4 deaths from 
whooping-cough, Salford and Wolverhampton each 2 Diph- 
theria was fatal in 22 great towns; Liverpool and Birmingham 
each reported 3 deaths 
The number of stillbirths notified during the week 
was 268 (corresponding to a rate of 39 per 1000 
total births), including 46 in London. 
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CORRESPONDENCE 


AN OVERCROWDED PROFESSION ? 
To the Editor of THe LANCET 


Sir,—Your leading article of April 23rd was, if 
I may say so, misleading. The comforting figure 
of 187, which you state is the number of medical 
refugees who have been allowed to follow their 
profession in this country, represents only those who 
have been admitted to the Medical Register. It does 
not include, however, that further considerable 
number who are living in this country as students 
and research workers, all of whom are potential 
practitioners and many of whom receive scholarships 
and grants which previously benefited British meu.cal 
men, I am, Sir, yours faithfully, 
M.B., M.R.C.P. 


London, May 2nd 
To the Editor of Tue LANCET 


Sir,—I am sure that every member of the medical 
profession will agree with ‘“M.D., M.R.C.P.” in his 
strictures concerning the inadequate remuneration 
that continues both in hospitals and general practice ; 
but by juxtaposing this chronic problem beside the 
completely separate one of medical refugees, your 
correspondent’s letter may give the impression that 
the former is in some way connected with the latter. 
This is surely not the case. Doctors were paid no 
better in the years preceding 1932, when there were 
no refugees from Germany and Austria to worry us, 
than they are now. The presence of a mere handful 
of refugees amidst our multitude of 50,000 cannot 
affect the general level of salaries distributed. Should 
no further refugees be admitted and even were the 
187 who are already here expelled, the L.C.C. would 
still bravely advertise the ‘‘ magnificent salary ” 
of £325 for A.M.O.’s in its mental health service. 

The causes of underpayment are, unfortunately, not 
so simple. Not until the local and other authorities 
(ultimately the public at large) will fully recognise 
the value of the services that are and could be rendered 
by their medical employees, can the position be at 
all improved ; and the education of the public is 
a slow, painful process. Tradition makes the medical 
profession loth to advertise its worth, though the 
British Medical Association has recently decided 
to break away in certain directions. I maintain, 
Sir, that if a serious attempt were made to supervise 
the physical and mental health of the community 
both from the preventive and curative aspects on 
the fullest scale, far from there being too many doctors 
available it would be found that there is a dearth of 
the numbers required. To take my own specialty, 
recent correspondence has revealed that many mental 
hospitals are understaffed, so that after getting through 
the routine work medical officers find little or no 
time for studying recent advances or occupying 
themselves in research work. Many provincial 
hospitals still lack mental clinics, and in those that 
possess them the visiting physicians often complain 
that they are unable to cope with the volume of work 
satisfactorily. A similar state of affairs no doubt 
exists in other specialties. As far as the general 
practitioner is particularly concerned, the solution 
of our problem lies in extending the scope of the 
national health insurance system and increasing the 
inadequate capitation fee. Here I am spared from 
going into details as a generous scheme is fully out- 
lined in *‘ A general medical service for the nation ”’ 
appearing in this week’s supplement of the British 
Med‘cal Journal. 





Such are the measures which, whilst benefiting 
society, would at the same time materially improve 
the financial status of every member of the medical 
profession ; whereas the absence of a small number 
of refugees, whilst helping the very few who have 
suffered from the ‘‘competitive foreign glamour,” 
would benefit neither the public nor the vast majority 
of our profession. 

I am, Sir, yours faithfully, 
M.D., D.P.M. 


To the “ditor of Turk LANCET 


April 30th. 


Srr,—Some of your correspondents think that our 
duty is to leave to their fate members of the medical 
profession abroad who, by reason of their political 
philosophy, their race, or merely because they are 
exponents of scientific theory distasteful to existing 
authority, have been deprived of their livelihood and 
threatened with arrest. Others suggest that they 
should be provided with work in less developed parts 
of the world where medical services are most needed, 
rather than allowed to work and live in Great Britain. 

If I were to be suddenly robbed of my work, in 
danger of physical ill-treatment and possibly of a 
brutal death, and feared for the safety of my family, 
I would jump at any opportunity of a safe living. 
I do not doubt that the persecuted doctors of Austria 
and Germany would do so too. But the proposal 
needs definition. Who is to pay the salaries of the 
exiled doctors who go to practise among the untended 
millions of India, Africa, and China? The people 
themselves cannot; their extreme poverty is the 
reason why these regions are undeveloped and without 
medical services. Which is the most difficult thing 
to do, to give leave to practise here, or to raise funds 
to send them abroad ? And would not Indian doctors 
perhaps be justified in using your correspondents’ own 
arguments against “ unfair competition ” ? 

As your admirable leading article of April 23rd 
makes clear, the *‘ dilution ’’ of the medical profession 
in this country by exiles from abroad is really 
infinitesimal. The profession is almost unique in the 
security of livelihood which it affords; there is no 
genuine unemployment at all. I know of no other 
occupation which offers such an absolute certainty to 
its active members of a secure and comfortable life. 
Yet there are tens of thousands of people in Great 
Britain who go without adequate medical attention. 
The organisation of efficient medical services which 
will cover all persons fully, from birth to old age, is 
a task which government must very shortly face ; it 
will demand something very like a doubling of the 
numbers of active practitioners. 

But one must remember also that many of the exiles 
are people who really have achieved distinction in 
their profession, whose qualities ought to be used in 
specialised work ; the attack on the Jews, of course, 
has as one of its main motives the jealousy of the less 
successful and intelligent. 

The correspondence on this subject makes one 
rather melancholy. One expected that the medical 
professional ethic would have been strong enough to 
withstand the childishly perverse propaganda which 
has allowed the German people to return to the 
abomination of antisemitism. It is dispiriting to 
find doctors giving unblushing justification to the 
critics of medicine in Britain who say that it is 
merely a competitive trade like any other, with profit 
as its mainspring. Can we not follow the lead of the 

Medical Peace Campaign in declaring and acting 
upon the belief that science, and above all medicine, 
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has no barriers of race, language, or religion, and that 
its practitioners are ready to make sacrifices to help 
each other in distress ? 
I am, Sir, yours faithfully, 
Duncan LEyYs. 
Selly Oak Hospital, Birmingham, April 30th. 


HEARING-AIDS FOR DEAFNESS 
To the Editor of Tue LANCET 


Str,—I must express my 
Mr. Yearsley’s statement in your correspondence 
columns of April 16th that “‘the permanent use of 
an aid slowly but surely increases the deafness.” 
On the contrary, it is surely a common experience 
that the hearing of a patient deteriorates quickly 
from disuse when he becomes too deaf to hear general 
conversation and gives up the effort of listening. 
If at this stage he takes to an aid which enables 
him to hear conversation, this bad effect is avoided. 
Mr. Yearsley thinks that impairment of function is 
caused by the use of an aid, whereas in my opinion 
it is the relinquishing of the listening effort which 
produces the impairment of hearing, and this lack 
of use can be surmounted by a suitable aid. He 
rightly considers that listening exercises are important, 
but in cases of severe deafness these can most usefully 
be performed with the assistance of a hearing-aid 
and have been shown by audiometer tests to bring 
about an improvement of hearing. Mr. A. E. 
Stevens’s remarks in your last issue on teaching 
deaf school-children by means of speech amplifiers 
corroborate this point. 

In their report to the Medical Research Council, 
which you summarised early in last year, Dr. and 
Mrs. Ewing and Dr. Littler say that daily use of a 
powerful hearing-aid over a prolonged period has not 
been followed by any change in auditory acuity, and 
they also lay stress on the great value of a class 
amplifier in the teaching of deaf children. 

The possibility of damage to the remains of their 
hearing is just what many deaf people most fear, 
and it is to be regretted that Mr. Yearsley’s letter 
may increase our difficulty in persuading patients 
to avail themselves of the great help often to be 
obtained by a suitable aid. 

I am, Sir, yours faithfully, 
HAROLD BaRWELL. 

Queen Anne-street, W., April 30th. 


disagreement with 


DIASTOLISATION 
To the Editor of Tuk LANCET 


Str,—In his paper on diastolisation in catarrhal 
conditions of nose and middle ear in children Mr. 
Arthur Miller has done well to revive interest in a 
useful—if somewhat unfortunately named—method 
of treatment. One only wishes that the technique 
had been described in greater detail. Does Mr. 
Miller compress the bulb once or a number of times, 
by separate efforts, or does he impart to it a rhythmic 
continuous movement over a period of so many 
seconds or minutes ? 

Gautier’s original description is also rather indefinite, 
and for that reason I have utilised an electric oto- 
masseur as a source of energy. The rapidly successive 
alterations of pressure within the tube produce a kind 
of intranasal massage. Since reading Gautier’s 
original article in 1924 I have employed the method 
regularly with encouraging results in selected cases, 
although perhaps my technique should not be 
regarded as “ diastolisation ”’ at all. 

I am, Sir, yours faithfully, 
Edinburgh, April 27th. DouGtas GUTHRIE. 





FOR DEAFNESS 
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ALCOHOLIC “ BERI-BERI”’ 
To the Editor of Tue Lancet 


Sir,— Your issue of April 9th contains an interesting 
account by Dr. Norman Price of a case of congestive 
heart failure associated with alcoholism and _ poly- 
neuritis, and the suggestion is made that lack of 
vitamin B, was the cause of the condition. 

This hypovitaminosis is a recognised factor in the 
case of the continuous drinker and may well be the 
cause of the associated polyneuritis ; but has alcohol 
itself, in large doses, no deleterious effect on heart 
muscle and on the peripheral circulation ? Dr. Adolphe 
Abrahams quotes Starling as having shown that 
alcohol has a depressant action upon the mammalian 
heart, dilatation of the ventricles occurring if the 
percentage of alcohol in the blood reaches 0-06 
(Lancet, April 16th, p. 900). Alcohol is a vasodilator 
and “ as soon as it reaches the blood stream peripheral 
dilatation causes both (systolic and diastolic) pressures 
to fall” (Halls Dally, “High Blood Pressure,” 1931). 
There is thus a possibility of both central and peri- 
pheral circulatory failure due directly to the action 
of alcohol. 

All alcoholics are not continuous drinkers. Of 
317 individuals under my care as resident patients 
in an institution for alcoholism, over 70 were of the 
irregular or periodic type, and between their bouts 
were in normal physical health, showing no obvious 
signs of cardiac lesions or hypovitaminoses. Yet 
some of these were at times gravely ill as a result of 
a week or two’s very heavy spirit-drinking. Four 
showed clinical signs of congestive heart failure 
with audible arterial bruits and a diastolic pressure 
down nearly to zero; but unfortunately it was not 
possible to obtain either radiograms or electro- 
cardiograms. (It would be of great interest to 
ascertain the length of the P—R intervals in this type 
of case.) Three were men under 35 years of age and 
in these, with appropriate treatment, recovery was 
comparatively rapid, and both systolic and diastolic 
levels soon reached the normal. The fourth, an 
older man, developed pneumonia, and had a stormy 
passage but recovered eventually. In none of these 
was an aortic regurgitant murmur heard. These 
are in addition to the cases of congestive heart failure 
found in the chronic alcoholic, some of whom resembled 
Dr. Price’s case very closely. In the periodic drinker 
it is doubtful whether two weeks’ lack of vitamin B, 
would be sufficient to cause the condition, and even 
in Dr. Price’s case the patient ‘thad for the last fort- 
night ‘“‘subsisted on little else but alcohol.” I 
believe therefore that alcoholic poisoning may have 
been at any rate partly responsible for the ensuing 
heart failure. 

However, as your reviewer has hinted and as will 
be evident from Dr. C. C. Ungley’s Goulstonian lecture 
(April 16th, p. 879) an accurate test is now available 
for the quantitative estimation of vitamin B, in the 
blood, and of vitamin C, which also seems concerned 
in heart failure, as Dr. W. Evans has shown (Feb. 5th, 
p. 308). 

It would have been of interest to have known the 
patient’s blood-sugar level prior to treatment, for it 
is probable that hypoglycemia was also present in 
spite of his exclusive carbohydrate diet. Again, 
how was the patient treated as regards his alcohol ? 
Was it stopped suddenly, and, if so, were there any 
deprivation symptoms ? 


I am, Sir, yours faithfully 


KENNETH SOLTAU. 


Clifton, Bristol, April 27th. 
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GUY’S HOSPITAL 
To the Editor of THe LANCET 


Srr,—May we be permitted, through the hos- 
pitality of your columns, to renew our appeal on 
behalf of the extension fund of Guy’s Hospital. 
Through the generosity of the public some £200,000 
of the £500,000 originally appealed for has been 
received or promised conditionally since July, 1936, 

coming from people in every walk of life in a warm- 
hearted response to the hospital’s call for help, and 
enabling us to complete the arrangements for the 
following : 


£ 
Reconstruction of the dispensary 12,500 
Erection of a children’s ward ee ee 20,000 
Considerable reduction of our debt by the 
sum of us “dé oa iia -- 82,262 
Enlargement to the nurses’ home in the event 
of the amount appealed for being raised 80,000 


Every effort has been made to keep down expenses, 
and we are pleased to state that the inclusive cost 
of the appeal to date is only 5-8 per cent. 

We are sincerely grateful for the generous response 


with which our appeal has met, and which has 
encouraged us to renew our efforts to raise the 


remaining £316,000 necessary for the essential 


rebuilding and completion of the following : 


£ 
Additional accommodation for wardmaids .. 18,260 
Rebuilding of the surgical block 214,540 
Completion of reduction of debt 83,238 


It is a natural sequence of events that an increased 
demand on the services of the hospital necessitates a 
larger nursing staff and, in consequence, an increased 
domestic staff. The extension of the wardmaids’ 
hostel will not only ensure the necessary additional 
accommodation but will enable the centralisation of 
this service within the hospital's precincts. 

The surgical block is the original hospital built by 
Thomas Guy in 1725. In the interests of economy 
its rebuilding has been delayed again and again, and 
the whole question deferred until urgency demands 
action. The hospital architect, moreover, reports 
that the outer walls are beginning to sink. This calls 
for immediate measures if the whole of the surgical 
work is not to be seriously curtailed or even stopped. 

Our present maintenance cost is approximately 
3221,000, which is the lowest possible figure at which 
we can economically maintain our huge organisation, 
the size of which has been determined by the 
demands made upon our services. Our assured 
income amounts to £69,000, leaving us with a deficit 
of £152,000 per annum to be obtained from voluntary 
sources. In recent years this sum has not been 
obtained, and in consequence an annual deficit has 
accumulated to a debt of serious proportions. 

The time has now come when it is essential, if we 
are to maintain the high standard of our services, to 
enlarge and rebuild our present departments. So 
many appeal to us for help—and for the sake of 
humanity and future generations it is imperative 
that the service we give must be in accordance with 
the highest traditions of modern medicine and 
surgery. If the money for this appeal is forthcoming 
then the services of Guy’s will continue; but if we 
fail in our efforts it is more than probable that it will 
be necessary to curtail those services which we are 
so happy to give, and for which there is an ever- 
increasing demand. Although we are a London 
hospital, our work is not confined to the metropolis 
42-18 per cent. of our patients come from the rest 
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of the British Isles, and our doctors, dentists, anc 
nurses are serving in every part of the Empire. 
Experience makes us appreciative of the insisten 
demands made upon the pockets of so many at th 
present time; but we would give every assurance: 
that any response, however small in measure, will bh 
most gratefully received, and will convince us that 
the splendid work of Guy’s is not without recognitio: 
from the British public. 
We are, Sir, yours faithfully, 
GOSCHEN, 
President of Guy’s Hospital; 
NUFFIELD, 
Treasurer of Guy’s Hospital ; 
ALFRED BEIT, 
Chairman, Extension Fund Appeal Committee ; 
EBBISHAM, 
Vice-Chairman, Extension Fund Appeal Committee ; 
Eric G. WALEY, 


Chairman, Standing Appeal Committee. 
May 5th 


SULPHANILAMIDE AND PENTOTHAL 
To the Editor of Tue LANCET 


Sir,—Since the recent increase in the use of sul- 
phonamide preparations, an anesthetic risk has arisen 
which I have not yet seen mentioned in the medical 
press. It is recognised that in certain individuals the 
simultaneous exhibition of sulphanilamide and drugs 
containing sulphur may cause sulphemoglobinemia 
As the molecule of Pentothal sodium contains a 
sulphur atom and the drug is given intravenously, it 
seems probable that trouble may arise if it is given 
to a patient who is receiving sulphanilamide. 

I am, Sir, yours faithfully, 
C. LANGTON HEWER, 

Queen’s-road, N.W., May 3rd. 





A STANDARD FOR PREMATURITY 


In the course of a periodical revision of the well- 
known clinical report of Queen Charlotte’s Maternity 
Hospital, the definition of prematurity came up for 
discussion. It was decided to refer this matter to 
the British Pediatric Association and to the section 
of the study of disease in childhood of the Royal 
Society of Medicine. These two bodies nominated a 
joint committee consisting of Dr. Norman Capon, 
Dr. Helen Mackay, Dr. Kenneth Tallerman, and Dr. 
Alan Moncrieff. After due consideration this com 
mittee suggested a definition based upon a standard 
of 54 lb. or under, and the result of their deliberations 
was circulated to various interested bodies, including 
the Royal College of Physicians of London and the 
British College of Obstetricians and Gynecologists. 
Neither of these two organisations was fully satisfied 
with the wording of the definition and a joint com- 
mittee was set up consisting of Sir Ewen Maclean 
(B.C.0.G.), Sir Arthur MacNalty (R.C.P. and Ministry 
of Health), Prof. W. W. Jameson (R.C.P.), Prof. 
Fletcher Shaw (B.C.0.G.), Dr. Hector Cameron 
(R.C.P.), Dr. Perey Stocks (R.C.P. and General 
Register Office, Somerset House), and Dr. Moncriefi 
(R.C.P.).. This committee came to the conclusion 
that it was impossible to define prematurity satis- 
factorily, but with regard to the purposes for which 
the proposed definition would be used they agreed 
that some standard was desirable. They therefore 
put forward a recommendation which was afterwards 
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somewhat modified, and the final proposal reads as 
follows :— 


‘“‘That in conformity with the standard in inter- 
national use an infant whose birth-weight is 54 Ib. 
(approximately 2500 grammes) or less, shall be con- 
sidered, for the purpose of comparison of records, 
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as either immature or prematurely born, according as 
the estimated period of gestation is full time or less.’’ 

It is hoped that this standard will now be utilised 
by all maternity institutions, public health authorities, 
and others concerned with the new-born baby, so 
that comparison of results will be possible. 


OBITUARY 


W. H. MAXWELL TELLING, M.D., F.R.C.P. Lond. 

Dr. Maxwell Telling died of cerebral haemorrhage 
at his home in Leeds on April 28th at the age of 6: 
For several years his health had given cause for 
anxiety, but he refused to regard himself as a sick 
man, and continued to carry on his activities— 
medical,- social, scientific, and educational—until 
three days before his death. 

Walter Henry Maxwell Telling was born in Surrey, 
educated at Camberwell Grammar School, and 
entered Guy’s Hospital where he had a brilliant 
career. He graduated in 1898 and took the gold 
medal at the M.D. Lond. in 1901. After holding at 
Guy’s a resident 
obstetric and 
other appoint- 
ments Telling 
went to Leeds (at 
the age of 25) as 
resident medical 
officer at the 
General  Infirm- 
ary, to which 
he remained 
attached all his 
life. He became 
assistant physi- 
cian in 1903, 
physician in 1912, 
and consulting 
physician in 1933. 
He was also phy- 
sician to several 
of the smaller hos- 
pitals in the sur- 
rounding area. 
He was elected 
F.R.C.P. in 1913 
but took no active 
share in the 
affairs of the College, preferring to devote his 
interests to the medical life of his adopted town. 
During the late war he acted as divisional medical 
officer at the 2nd Northern General Hospital with the 
rank of lieut.-colonel. 

At the General Infirmary Telling established a 
reputation as a sound and inspiring clinical teacher. 
From the start his 


[Photograph by Bacon 


energies were directed to the 
improvement of clinical teaching, and the high 


standard of medical education in the Leeds school of 
medicine to-day owes much to his work and his 
example. He was a wise, careful, and conscientious 
physician, full of common sense and understanding, 
and had the ability to create, to foster, and to 
encourage these qualities in students. As a teacher 
he was insistent on careful and systematic observation 
and on a clear setting out of results obtained. On 
the facts thus well marshalled and recorded he 
would bring to bear a mind logical and reasonable, 
and a diagnosis would appear simply, naturally, and 
us it seemed) inevitably. At the bedside he had 
little use for text-book medicine. 


Telling was not content, however, just to improve 
existing methods ; he was a reformer with a progres- 
sive outlook, and he originated changes which have 
proved beneficial both to the hospital and to the 
school. Early in his career, with the help of the late 
J. F. Dobson, he set up at what was then the Women 
and Children’s Hospital a separate children’s 
clinic, to be transferred later to the General Infirmary 
where it became a department with a specialist 
physician. He also had a share in the formation 
of a dermatological department which now has two 
physicians attached. His work in improving the 
nurses’ curriculum of instruction, in forming the 
nurses’ training school, and in getting the University 
to grant a diploma in nursing, will always be 
remembered. In the University he held in succession 
three chairs: in 1923 he was appointed professor of 
therapeutics, in 1925 he succeeded to the chair of 
medicine, and on his retirement from the latter he 
accepted the chair of forensic medicine. He was 
peculiarly fitted for the forensic chair; he enjoyed 
medico-legal work, and was highly esteemed as an 
expert witness. In his practice he was keen on 
psychological medicine and was recognised as an 
authority. He did not contribute much to medical 
literature, but what he wrote was important; his 
paper on diverticulitis remains a classic. 

Maxwell Telling was a strong personality, of 
tenacious opinion, persuasive in argument, relentless 
and sometimes possibly unreasonable in opposition. 
But he was a genial and generous friend, witty and 
entertaining in company, a delightful after-dinner 
speaker, and one who enjoyed the good things of life 
when he could share them with others. In his home 
he had many interests. He was a great lover of 
his garden, which he made into a thing of beauty 
and charm, and here he spent most of his leisure 
time. He was also a knowledgeable collector of china, 
of which he possessed many valuable specimens. He 
took a great joy in entertaining his friends, amongst 
whom were many well-known members of musical 
and artistic circles, and as a host his genial personality 
was seen at its best. His worth to the community 
was recognised a few months ago when he was made 
a justice of the peace for the city of Leeds. 

Two of Maxwell Telling’s friends write of the 
impression he made upon his contemporaries. One 
says: ‘‘ His early death deprives Leeds of a formidable 
and impressive public figure, a rare combination of 
zeal and diligence with a gracious, kindly, and urbane 
nature. If the latter aspect of his character was not 
immediately evident it was hidden only by the 
fervour with which he threw himself into the work at 
hand. For many years he devoted himself with 
intense industry to the advancement of medicine 
in the West Riding ; he was a bold and self-confident 
pioneer, advocating reforms which are now so much 
incorporated in the Leeds medical tradition that it 
seems incredible they could ever be the subject of 
controversy. First and foremost he was an alert 
and learned physician, but his energies overflowed 
freely into all kinds of activities in philosophy, law, 
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art, music, sociology, and mysticism. He knew the 
whole range of human emotions and he had many 
triumphs and many disappointments ; but in joy or 
sorrow he walked erect and imperturbable.’”’ The 
other says: ‘“ Dr. Maxwell Telling was one of those 
men whom our profession can ill spare. While many 
of our leading men were declaring that no real advance 
was taking place in medicine because of the lack of ‘ an 
indefinable something,’ Telling came boldly forward 
and declared that we were being held up because we 
had left God out of our lives. I first met Dr, Telling 
at a house party of the Oxford Group with which 
he became associated in the latter years of his life. 
He fearlessly adopted the standards of Jesus Christ, 
and whole-heartedly identified himself with what as 
a psychologist he described as ‘ an ever-increasing body 
of skilled and devoted workers who accomplish the 
healing of psychologically tangled lives in a way which 
comes near to the miraculous.’ He lost no oppor- 
tunity of stressing his conviction that the true basis 
of health was spiritual.” 

Dr. Telling married Ingeborg, daughter of Julius 
Aagard, and leaves a widow, two daughters, and 
a@ son. 


SIR MAURICE ABBOT-ANDERSON, C.V.O., 
M.B. Durh. 


Sir Maurice Abbot-Anderson, who died at Bath 
on May 3rd at the age of 77, was until his retirement 
a distinguished figure among London general practi- 
tioners. He had for many years combined a big 
City practice with a West-end one, meeting the 
convenience of his many patients among business 
men by keeping a consulting-room in Birchin-lane, 
but towards the end of his career he worked only in 
the West End. He had the advantage of good looks 
as well as personal charm. His appearance, manner, 
and approach have been described as those of the 
ideal practitioner and since he combined these external 
qualities with a deep concern for his patients, and 
untiring efforts to make them better if not well, his 
success was assured, Sir Maurice was the son of 
Major-General Edward Abbot-Anderson, whose other 
two sons are well known on the stage as Mr. Allan 
Aynesworth and Mr. Louis Goodrich. He studied 
medicine at University College, London, and was 
house physician at University College Hospital 
before settling in general practice. He found time 
to contribute to medical journals and to write also 
on a subject that interested him profoundly—the 
protection of wild flowers, ferns, and trees. To 
promote this end he founded Flora’s League, and 
became a member of the executive committee of the 
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QUESTION TIME 
WEDNESDAY, APRIL 27TH 

English-speaking Medical Unit in China 
Mr. Matuers asked the Prime Minister whether he had 
received a report upon the work of the English-speaking 
medical unit in China ; “and whether he had any statement 
to make.—Mr. Butter, Under-Secretary for Foreign 
Affairs, replied: The position remains as stated in my 
reply of April 6th. I learn from private sources that the 
English-speaking unit has set up its headquarters at 
Changsha and is working in close contact with the Chinese 

Government health administration. 

London Hospitals and Air-raid Precautions 
Colonel NatHan asked the Home Secretary what was 
the division of responsibility for air-raid precautions in 
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Council for the Preservation of Rural England. 
He was also a member of the National Trust. 

Sir Maurice was physician, and later honorary 
physician, to the late Princess Royal (Duchess of 
Fife). He was created M.V.O. in 1906, a knight 
bachelor in 1912, a knight of grace of the Order 
of St. John of Jerusalem in 1922, and C.V,O, in 1925, 


FRANCIS LIONEL PROVIS, M.R.C.P., 
F.R.C.S, Edin. 

Provis, who died on Monday last at the age 
of 65, was younger son of Wilton Provis of Mere, 
Wilts, and was educated at Bromsgrove School. 
After qualifying from St. Bartholomew’s Hospital 
in 1898 he held resident appointments at Tottenham 
Hospital and became medical registrar at the Chelsea 
Hospital for Women before joining Lady Curzon’s 
hospital unit in South Africa, where he was attached 
to the I.Y. Hospital at Pretoria. After returning 
home he took higher diplomas at Edinburgh and 
then settled in London to become surgeon to the 
Chelsea Hospital, holding a number of other appoint- 
ments at the Italian Hospital, St. Pancras Dispensary, 
and Prince of Wales General Hospital. His interest 
was divided between radiology and gynzcology ; he 
was specially interested in the relief of pain and 
published in our columns a large series of cases in 
which he had combined stovaine with twilight sleep 
in gynecology. After retiring from private practice 
he continued his work at the St. Pancras clinic until 
his final illness. He married in 1913 Miss Gladys 
Barrett ; there were no children of the marriage. 


Mr. Victor Bonney writes: “All those who are 
connected with Chelsea Hospital for Women will 
mourn the passing of Lionel Provis. He joined the 
hospital as registrar in 1902, became a member of the 
honorary staff in 1903, and for twenty-seven years did 
his utmost for it. He was early interested in the 
application of radiology to gynecology and is justly 
to be considered as one of the pioneers in that subject. 
He was a careful and conscientious surgeon, and a 
gentle and humane man with a high sense of the 
responsibility he owed to his patients. His health 
broke down and compelled him to resign from the 
staff in 1931, but he did not entirely dissever himself 
from his work and indeed continued it so far as he 
was able almost to the time of his death. He will 
be best remembered by those who had the privilege of 
working with him for his kindness of heart, his honesty, 
his contempt of everything savouring of jealousy or 
meanness, and most of all for the uncomplaining 
courage with which he bore his misfortunes.” 


Dr. 


regard to the main and special hospitals of London 
between his department and the Ministry of Health. 

Mr. G. Lioyp, Under-Secretary, Home Office, replied : 
The general responsibility for air-raid precautions rests on 
my right hon. friend the Secretary of State, but in the 
matter of hospitals there is and will be consultations 
with my right hon. friend the Minister of Health.—Mr. 


R. C. Morrison: Will the hon. gentleman do what he 
can to facilitate some decision either by his Department 
or by the Ministry of Health in view of the fact that local 
authorities in many cases are unable to proceed with the 
best part of their schemes until they know the position 
in regard to the base hospitals ?—Mr. Luoyp : I appreciate 
the point, and my right hon. friend is in active consulta- 
tion with the Minister of Health.—Mr. Tuorne : Is it the 
real intention of the Government to make any grant to 
the hospitals in cases of casualties from air raids ?—Mr. 
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Lioyp: In the case of hospitals designated as casualty 
clearing hospitals the local authorities would be able to 
make a grant under the Act. 


THURSDAY, APRIL 28TH 
Rearmament and Strain on Factory Workers 


Mr. Davip Apams asked the Minister of Labour whether 
he was aware that the cost of rearmament might be 
materially increased through friction arising from the 
strain and fatigue of increased speed in factories; and 
whether, with a view to diminishing this, special measures 
of coéperation between works management and employees 
would be considered.—Mr. E. Brown replied: I am not 
aware that there is at present any lack of codéperation 
between works managements and workpeople in this 
connexion. If the hon. Member will let me have any 
information which he has I shall be most interested to 
look into it, because this is a very important subject. 

. Nursing Services Committee 

Sir ARNOLD Wrtson asked the Minister of Health 
whether the. interdepartmental committee on nursing 
services would issue an interim report.—Sir KInGsLEYy 
Woop replied: I understand that the committee have in 
mind that it may be desirable to issue an interim report. 


Radium and Cancer 

Mr. Lippatu asked the Minister of Health if he was 
aware that deaths from cancer in the city and county 
borough of Lincoln had risen from 96 in the year 1927 
to 126 in the year 1936, and that cancer had now moved 
up to second place in the list of fatal diseases throughout 
the country; and as, quite apart from occupational 
malignant disease, this increase was due to the Minister’s 
failure to recognise the urgent need for full provision for 
the adequate treatment of the many precancerous general 
medical and surgical conditions, what steps he proposed 
to take to remedy this state of affairs.—Sir KixesLry 
Woop replied : The answer to the first two parts of the 
question is in the affirmative. In any comparison of the 
numbers of deaths due weight must be given to two 
important factors—namely, the greater ages to which 
people now live and the improved methods of diagnosis. 
As my hon. friend will be aware, the work of the Radium 
Commission in recent years has resulted in the formation 
of a number of centres for the treatment of cancer, one of 
which is situated in Lincoln. 


MONDAY, MAY 2ND 
Malaria and Quinine 


Mr. Davin Apams asked the Under-Secretary of State 
for India whether he was aware that it was officially 
estimated that the financial loss suffered through malaria 
in India alone was between £23,000,000 and £50,000,000 
per annum; and what steps were proposed to check this 
loss, which was closely connected with inadequate access 
to chemical compounds or with unduly high prices due to 
inadequate supplies.—Lord STanitey replied: I would 
remind the hon. Member that the control of the production, 
distribution, and sale of quinine and allied alkaloids is 
now a matter for the Provincial Governments. The 
Central Advisory Board of Health have had the whole 
matter under consideration and passed a number of 
resolutions on the subject last June. 

Air-raid Instruction 

Mr. Rospert Morrison asked the Home Secretary 
whether he would make arrangements with the St. John 
Ambulance Association to enable air-raid volunteers taking 
a first-aid course to do so without charge.—Mr. GEOFFREY 
Luoyp, Under-Secretary, Home Office, replied: The 
principle has been laid down that no charges should be 
made to any person for training for any of the local 
authority services for which they have volunteered, and 
if in any case the St. John Ambulance Association are 
making a charge it must be due to a misunderstanding. 
My right hon. friend will take steps to have the general 
position clearly understood. 


Overcrowding 


Mr. Tempie Morris asked the Minister of Health the 
names of those districts for which, owing to special reasons, 
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no appointed day had yet been fixed with regard to the 
reduction of overcrowding.—Sir KinGgsLeEyY Woop replied : 
Appointed days have now been fixed in all cases, 





TUESDAY, MAY 3RD 


Emergency Food-supplies in London 


Mr. Day asked the President of the Board of Trade 
whether he had now completed his arrangements for the 
appointment of divisional food officers who would be 
responsible for safeguarding food-supplies during an 
emergency in London and the Home Counties ; and would 
he give the names of the officers so appointed.—Captain 
WALLACE replied: The work which, in other parts of 
Great Britain, is being undertaken by the divisional food 
officers is at present being carried out in London and the 
Home Counties by officers at the headquarters of the 
Food (Defence Plans) Department. It is not proposed to 
appoint divisional officers in London and the Home 
Counties until the plans in preparation in the department 
are further advanced, but arrangements have been made 
to secure the nomination of persons to act as food executive 
officers for all local authority areas in the Metropolitan 
police district, and approaches are now being made to 
other local authorities in the Home Counties. 


New Medical Standards for Recruits 


Sir ALFRED Knox asked the Secretary of State for War 
what number of men were approved as recruits in the 
first quarter of the present year who would not have been 
accepted under the standards, medical and otherwise, in 
force previous to last autumn.—Mr. Hore-BeE.isHa 
replied : The common-sense changes which have been 
made in the medical and other standards for recruits 
secured for the Army during the first quarter of 
this year an extra 1733 men, out of a total of 10,504, 
accepted. 


Medical Benefits: Specialist and Pathological 
Services 


Mr. Davip Apams asked the Minister of Health whether 
he was aware of opinions widely held by certain experts 
that the nation was not obtaining a proper return for the 
money now expended upon public health; and whether 
the Government were considering measures, financial or 
administrative, to extend the scope of medical benefits so 
as to include consultant, specialist, and pathological 
services so that a more fundamental attack upon health 
problems might be made.—Mr. Bernays replied: As 
regards the first part of the question varying opinions 
have been expressed on this subject. As regards the 
second part of the question important matters of finance 
and administration are involved and my right hon. friend 
could not undertake to make any pronouncement on the 
subject, which would have to be considered at the proper 
time in relation to the general financial resources of 
the country.—Mr. Apams asked whether, in view of the 
admitted widespread necessity for further action on the 
lines of the question, the Parliamentary Secretary intended 
to give it further consideration.—Mr. BERNAys said that 
the question was largely concerned with insured persons 
and it was very largely a matter of accommodation in 
hospitals set up for special diagnosis and treatment of 
disease under the Local Government Act, 1929. The 
number of those hospitals was steadily increasing. 


MEDICAL RESEARCH IN Moscow.—Work is pro- 
ceeding on some of the buildings of the Ail-Union 
Institute of Experimental Medicine at Serebryanny 
Bor, on the outskirts of Moscow. The institute will 
occupy a site of 150 acres and on completion (it is 
hoped in 1940), will be one of the world’s largest centres 
of medical research. The buildings of the chemical section 
and of the department of general physiology and metabolism 
are to be opened this year. An experimental shop for 
the manufacture of instruments, and quarantine quarters 
for animals are nearing completion. Work will soon be 
begun on the 12-storey building of the main clinic. The 
library is to accommodate 300,000 volumes. 





MEDICAL NEWS 


University of Oxford 
On April 28th the degree of B.M. was conferred on 


University of Cambridge 
On agen 30th the following degrees were conferred :— 


2 Anning (by proxy), 


Ata smapenntion of the senate on the same day it was 
decided to confer on June 9th the honorary degree of Sc.D. 


Peyton Rous of the Rockefeller Institute for 


G. D. Channell and Dr. F. Wemyss Smith have been 
appointed demonstrators in anatomy for three years. 
Royal College of Physicians of London 

At a meeting of the college on April 
, in the chair, Dr. 
Tidy was elected registrar of the college. 

The following members were elected fellows :— 

Arthur Wellesley Falconer, 


McGill (Montreal) ; John Vernon ( ‘annadine 


Richard Sydney Allison, 


; Cyril Lloyd Elgood, } 


Socios Hamilton tae Bey } 
Sydney Watson Smith, } ndi 


Harold Percival Hims- 


John Clifford Hoyle, } 
Ernest Thomas MD. Caire 


The following were admitted members of the college : 


Richard Frederick Clarke, } 
, Christopher Sydney 


David ‘Howard Davies, M.B Camb., Antony Clifford Dornhorst, 


Frederick William Gordon, } 


Richard Edward Kenny 
Levick, M.B. Camb., } 
Frank Rees Magarey, 
Seymour Cochrane 


> Ranita Vethavanam, 
, and Solomon Simon Yudkin, } 


Licences to practise were conferred upon 194 candidates 


examination of the Conjoint 
by-laws of the college. 


Board and complied with 
The following are the names 


, Oxon. and Middlesex ; 
1 


Halifax Infirmary ; 
V 


Cox, Westminster ; 
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Coll.; J. R. G. Damrel, St. Geo. ; H. W. D’Arcy, Middlesex and 
Westminster; T. T. Davies, Guy’s; C. H. C. Dent, Camb. and 
St. Mary’s; L. J. D’Souza, Manch.; A. P. Dick, Camb. and 
Lond.; Nancy K. Dick, Roy. Free; A. E. Dreosti, Cape Town ; 
W. J. Drummond, Guy’s; D. M. Dunn, St Bart.’ a; BD. F 
Eastcott, Univ. Coll.; J. E. B. Elliott, Birm.; E. L. Ellis, 
St. Thos.; G. H. Ellis, St. Bart.’s; Winifred M. Emmet, pez 
Free; R. L. Evans, Guy’s; C. G. Fagg, St. Bart. E. 
Falconer, Guy’s; D. B. Feather, Leeds; D Ww. Fell, St 
Mary’s; B. 8S. Fishman, Middlesex; D. Foskett, Camb. and 
St. Thos.; G. P. Fox, Camb. and Lond.; A. L. Frazer, St 
Bart.’s; M. J. G. Furnell, Lond.; D. Garces, Camb. and 
St. Thos. ; T.C. N. Gibbens, St. Thos. ; G. N. L. Godber, Guy’s 
W. Goulstone, Camb. and St. Thos.; A. C. Greene and W. 8 
Hacon, Guy’s; R. B. Halford, St. Bart.’s; A. S. Hall, Alberta 
and St. Geo.; I. M. Halland W. G. L. Hall, Univ. Coll.; R. ¢ 
Harcourt, St. Thos.; J. B. Hargreaves, Liverp.; S. W. G 
Hargrove, Camb. and St. Thos.; M. H. Harmer, Camb. and 
St. Bart.’s; J. Harris, Cardiff ; Violet E. N. Harris, Roy 
Free; L. T. Harrison, St. Geo.; N. W. A. Harvey, St. Thos. ; 
J.-L Henderson, St Bart i Rosa Hertz, Roy. Free ; C. J.C. ¢ 
Hodson, St. Mary’s; 8 Hopkins, Guy’s ; Mary C. Hopper, 
Roy. Free; E. P. ENS, Liverp.; G. N. Hunt, Camb. and 
St. Mary’s; Myrtle M Hutchins, Brist.; C. W. Lliffe, West- 
minster; M. A. Imray, Guy’s; H. H. W. Jackson, Lond. ;: 
K. V. Jackson, St. Bart ‘s; H. a" James, Camb. and Middlesex > 
Ursula James, Roy Free : J. G. Jamieson, St. Bart.’s; T. H 
Jenkins, Univ. Coll.; R. C. Jenkinson, Westminster ;’ P. H 
Jobson, King’s Coll.; B. M. Joffe, W’rand and St. Geo. : 
G. B. Jones, Univ. Coll.; G. M. Jones, St. Mary’s; H. M. R 
Knight, Guy’s; H. Knowles, St. Bart.’s; Henny E. Kornerup, 
West Lond ; C. C. Lack, Camb. and Lond.; J. Laughlin, 
Camb. and Middlesex; 8S. C. Lavine, Middlesex; H. W. D 
Lawton, Manch.; G. B. Leyton, Camb. and Westminster 
M. A. Linell, Westminster; G. M. Little, Camb. and Univ 
Coll. ; B. G. B. Lucas, Middlesex; R. L. McKernan, St. Thos 
R. J. H. McMahon, St. Bart.’s; B. Maddison, Guy’s; D. W 
Mahon, Lond.; R. H. C. Manifold, St. Thos.; C. W. 8. Marris, 
Birm. ; A. G. Marshall, Camb. and St. Bart.’s; R. A. Mathews. 
W’rand and Brist.; C. M. Miller, Leeds; W. G. Mills, Birm. : 
Agnes M. DD. Milne, Roy. Free; L. E. Milton, Guy’s; G. W. 
Miskin, St. Thos.; P. L. Mollison, Camb. and St. Thos.; H. E 
Moody, Guy’s; J. Moroney, Liverp.; D. Morris, Middlesex ; 
D. 8. Morris, St. Bart.’s; D. D. Muir, Middlesex ; G. M. Muller, 
Ceylon ; M. Murray, Middlesex; J. L. Newton, Westminster ; 
R. T. Norman, St. Thos.; J. P.’ J. O’Keefe, Guy’s; Eileen B 
Palmer, Roy. Free; G. F. Panton, Camb. and St. Thos.; R. L 
Parkinson, Manch.; 8. M. Paw, Rangoon; J. G. Peacock, 
St. Thos.; H. G. Percy, Camb. and St. Mary’s; R Piper, 
Middle sex ; S.S. F. Pooley, St. Thos.; A. S. Porter, St. Bart.’ 

— S Porter, Guy’s; Dorothy M. Pritchard, Roy. Free 
R. H. Roberts, Liverp. : Hilda M. Robertshaw, Roy. Free ; 
L. F. W Salmon, Guy’s: C. R. Savage, St. Thos.; I. R. Seal, 
St. Geo.; J. D. Sellars, Manch.; J. N. SenGupta, Dublin and 
West Lond.; W. M. H. Shaw, Leeds; M. Shepherd, Lond 
J. E. Simpson, St. Geo.; M. A. Slee, St. Thos.; J. H. Smart, 
Guy’s; D. J. N. Smith, Charing Cross ; J. W. Smith, St. Thos. ; 
P. M. Smythe, Camb. and Lond.; 8. G. Solomon, Middlesex : 
M. 8. C. Stephens, St. Mary’s; C. J Stewart, Guy’s; F. E 
Stock, King’s Coll.; S. D. Stone, St. Bart.’s; W. P. B. Stone- 
house, Camb. and Guy’s; B. D Stutter, Middlesex ; - 
Symondson, Charing Cross; J. M. Teasdale, Leeds: M; 
Thomas, Camb. and Middlesex; D. C. Tomlins, Middle sex ; 
P. Tomlinson, St. Thos.; R. A. R. Topping, Guy’s; Vasant H 
Trivedi, Bombay; P. E. R. B. Unwin, St. Thos.; J. R. M 
Vance and F. H. Vieyra, Univ.Coll.; O. M. Vyas, West Lond 

P. B. Waind, Leeds; A.C. R. Wakeman and A. J. Walker, 
Guy’s; Betty Walker, Roy. Free; J. O. Walters, Cardiff ; 
A. J. Walton, Camb. and Lond.; J. W. Warrick, King’s Coll. ; 
J. 8S. F. Watson, Camb. and Guy’s; B. G. Wells, St. Mary’s 
R. J. Whiting, Univ. Coll.; E. G. Wilbraham, King’s Coll 
D. R. P. Wilkie, Lond.; T. G. Williams, Middlesex; D. 8 
Wilson, Guy’s; G. A. Wilson, Camb. and St. Thos.; M. M 
Wilson, Camb. and Lond.; J. W. Wood, Camb. and Middlesex ; 
Ursula W. Wood, Brist.; P. J. Wormald, Camb. and Middlesex ; 
and C. F. Wright, Guy’s. 





Diplomas in tropical medicine and hygiene were con- 
ferred (jointly with the Royal College of Surgeons) upon 
the following :— 

W. J. Alkan, L. G. Backhurst, N. D. Bakhash, E. A. Beet, 
J. Bennett, R. 8S. Bunny, M. 8. David, P. L. Deshmukh, 
E. P. N. M. Early, R. N. Fowler, V. A. Gupte, W. E. Hadden, 
R. F. Hand, I. M. Hill, F. A. U. K. Kandalla, E. N. ( 
McAmmond, I. W. MacKichan, J. G. Mar, J. 8. Minett, 8. K 
Mukherjee, V. R. Naidu, Sharda 8S. Naidu, L. Nandkeolyar, 
A. R. Pons, 8S. Ram, V. D. Seevaretnam, D. K. Shah, H. B 
Shookhoff, and W. M. Toon. 


The following were appointed representatives of the 
college : Lord Dawson of Penn on the governing body of 
the British Postgraduate Medical School ; Lord Horder at 
the Cremation Conference to be held at Oxford in July ; 
Sir Reginald Bond on the Professional Classes Aid Council ; 
Dr. Dawtrey Drewitt on the committee of management ot 
the Chelsea Physic Garden; Dr. William Brown at the 
tenth International Medical Congress for Psychotherapy 
to be held at Oxford in July; Dr. Eric Pritchard at the 
National Conference on Maternity and Child Welfare at 
Bristol in July ; and Dr, R. R. Trail at the annual con- 
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THE LANCET] 
ference of the National Association for the Prevention of 
Tuberculosis in London at the end of June. The Croonian 
lectures will be delivered by Prof. F. R. Fraser at the 
college on May 24th, 26th, and 3lst, at 5 p.m. He will 
speak on the clinical aspects of the transmission of the 
effects of nervous impulses by acetylcholine. 


University of Aberdeen 


The senate will award A. W. Garden fellowships in June. 


The fellowships are tenable from three to five years and are 
of an annual value of not less than £200. Graduates of medicine 
of any British university are eligible, but preference will be 
given to graduates of the University of Aberdeen Applications 
should be sent to the secretary of the university, Marischal 
College, Aberdeen, before May 31st. 


Royal Free Hospital 
The following post-graduate scholarships are open to 
former students of the hospital :— 
A. M. Bird scholarship.—#£200 for one year to enable a medical 
graduate to obtain genera! experience in pathology 
Mabel Webb and A. M. Bird research scholarship 


£200 a year 
for assistance in earrying on research. 


before 
school, 


Applications must be sent 
warden of the medical 
Ww.C.l. 

Naval Medical Compassionate Fund 

At the quarterly meeting of the directors of this fund, 

held on April 22nd, with Surgeon Rear-Admiral 8. F. 


Dudley in the chair, the sum of £214 was distributed 
among the applicants, 


May 22nd to the 
Hunter-street, London, 


Change of Name 

The Hospital for Epilepsy and Paralysis and Other 
Diseases of the Nervous System has changed its name to 
the Maida Vale Hospital for Nervous Diseases, 


London Hospital Medical College 

Dr. Robert Hutchison, the president of the Royal 
College of Physicians of London, will present the prizes 
to the students of the London Hospital on Thursday, 
June 30th. 


Lebanon Hospital for Mental Diseases 

Sir Wyndham Deedes will preside at the 39th annual 
meeting of this hospital, to be held at the Cora Hotel, 
Upper Woburn-place, London, W.C., at 4.45 on Tuesday, 
May 17th (tea 4.30). The medical speakers will be Dr. 
Percy Smith (president of the hospital), Sir Hubert Bond, 
and Dr. Serin of Paris. The London office is at Drayton 
House, Gordon-street, W.C.1. 


Travelling Fellowships in Medicine 

The Medical Research Council invite applications for 
six Rockefeller medical fellowships for the academic year 
1938-39, which will be provided from a fund with which 
the council have been entrusted by the Rockefeller Founda- 
tion of New York. They are intended for British graduates 
who have had some training in research work in clinical 
medicine or surgery, or in some other branch of medical 
science, and who are likely to profit by a period of work 
at a centre in the United States or elsewhere abroad, 
before taking up positions for higher teaching or research 
in the United Kingdom. The stipend will ordinarily be 
at the rate of £360 per annum for a single fellow, and of 
£480 per annum for a married fellow. Travelling expenses 
and some other allowances will be paid in addition. 

The council also invite applications for four Dorothy 
Temple Cross research fellowships in tuberculosis, whic h 
are awarded from a special endowment of which the 
council are the trustees. The object of these fellowships 
is to give opportunities for study or research to qualified 
British men or women “intending to devote themselves 
to the advancement by teaching or research of curative 
or pre ventive treatment of tuberculosis in all or any of 
its forms.’’ The stipend will ordinarily be at the rate of 
£360 per annum for a single fellow, and of £480 per annum 
for a married fellow, with an allowance for travelling and 
incidental expenses, 

Applications for any of these fellowships must be 
lodged with the council not later than June Ist. Further 
particulars and forms of application may be had from the 
secretary, 38, Old Queen-street, London, S.W.1. 
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Appointments 


Briaes, G. O M.B. Camb., M.R.C.P. Lond., Deputy Medical 
Superinte ne nt at the City Isolation Hospital, Leicester 
CooPrE, ROBERT, M.D. Liverp., F.R.C.P. Lond., Hon. Physician 

to the Royal Live rpool | nited Hospital, Liverpool Royal 
Infirmary 
CoorpER, T.-V., M.B. Lond., County Pathologist for Dorset 
Core, C. L., D.M. Oxon., M.R.C.P. Lond., First Assistant in 
the Department of Medicine (Nuffield Foundation) of the 
University of Oxford 
CROMB, EpiTH E., M.B. Edin., D.P.H., Assistant Maternity and 
Child Welfare x Officer for Derbyshire 
DUNLOP, H. A., M.D., R.C.P. Lond., Assistant Physician to 
the Hospital of St ae and St Elizabeth, London 
FORSYTH, W » M.D. Glasg., D.P.H., Major I.M.S. (retd.), 
Medical Superintendent at the Royal Northern Infirmary, 
Inverness . 
GAVRON, SYLVIA C., M.B. Cape Town, Second Assistant Patho- 
logist at the Royal Cancer Hospital, London 
MEADOWS, S. P., M.D., M-R.C.P. Lond., Assistant Physician to 
the Westminster Hospital 
MorRIs, W. MacGrecor, F.R.C 
Throat Surgeon to the Limpsfield Cottage 
Hospital 
MYERS, GEOFFREY, M.B. N.Z., F.R.C.S. Eng., Resident Surgica] 
Officer at the Hospital for Consumption and Diseases of the 
Chest, Brompton 
NICHOLSON, M. A., M.B. Brist 
the Bristol Dispensary 
PENINGTON, A. H., M.D. Melb., First Assistant Medical Officer 
at the Surrey County Sanatorium, Milford. 
POOLER, N. R., M.B., M.R.C.P. Lond., Hon 
Royal Hospital, Chesterfield 
SHACKLE, MARGARET P., M.B.Camb., Deputy Medical Super- 
intendent at the Surrey County Sanatorium, Milford 
UNGLEY, H. G., M.D. Durh., F.R.C.S. Eng., Hon. Surgical 
; ey to the Royal Waterloo Hospital, London 
Youna, C M.B. Lond., Assistant Resident Medica] Officer at 
the Hospital for Consumption and Diseases of the Chest, 
Brompton. 
British Postgraduate Medical School The 
ments are announced : 
SHACKMAN, RALPH, M.B. Lond., F.R.C.S. Eng., 
in the Department of Surgery : 
SUTHERLAND, J. K., M.D., M.R.C.P. Edin., First Assistant in 
the Department of Obstetrics and Gynecology . 
Russy, Lioyp, B.M. Oxon., M.R.C.P.Lond., Part-time 
Demonstrator in Clinical Medicine : and 
ALcock, N. 38., M.B. Edin., M.R.C.P. Lond., First 
in the Departme nt of Medicine 


Certifying Surgeons under the 
Dr. E. W. BURSTAL 


S. Edin., 


Hon. Ear, Nose, and 
Oxted and 


, Non-resident Medica] Officer at 


Physician to the 


following appoint- 


First Assistant 


Assistant 


Factory and Workshop Acts: 
(Lutterworth District, Leice ester) 


Dr. T. H. GILLISON (Iikeston District, Derby ); Dr. 
W. H. C. SpooNeR (Blandford District, Dorset); Dr 
C. J. Scotr (Johnstone District, Renfrew). 


V acancies 


For further information refer to the advertisement columns 
Aberdeen University.—A. W. Garden Fellowship, each £200. 
Accrington, Victoria Hosp.—H.S., £175. 

Aylesbury, Royal Buckinghamshire Hosp.—Sen. and Jun. Res. 

.O.’s, at rate of £200 and £150 respectively. 

Barking Borough. Asst. M.O., £600. 

Barnsley, Beckett Hosp. and Dispensary Cas. O. 

Birmingham City, Mental Hosp. Dept 

Birmingham General Hosp.—Res. Sure. 

Birmingham and Midland Eye Hosp. H.S., at rate of £130 

Birmingham University.—Third Lecturer in Bacteriology and 
Asst. Bacteriologist in Public Health Laby., £400 

Blackburn County Borough.—Asst. M.O.H. and Asst 
M.O., £600. 

Blackburn, Queen’s 
Asst. M O., £200 

Blackburn Royal Infirmary Res. H.P., £175. 

Bolingbroke Hosp., Wandsworth Common, S.W.—H.S. and Cas. O., 
each at rate of £120. 

Bolton Education Committee. 

O., £500. 

Caernarronshire County Council.—Asst M.O.H. and 
School M.O., £600. 

Cardiff, King Edward VII Welsh National Memorial Association 
Asst. Res. M.O. for North Wales Sanatorium, £200 

Central Louie Throat, Nose, and Ear Hospital, Gray’s Inn-road, 
W .C.—Asst. in Out-patient Dept. 

Central Siiddi sex County Hosp., Acton-lane, Willesden, 
Pathologist, £1100. Also Res. Asst. M.O., £400 
Cairo, Memorial Ophthalmic Laboratory.—Pathologist and 

Bacteriologist, £E.1200. 
Derbyshire County Sanatorium.—Jun. Res. Asst., M.O 
Devon County Council, Hawkmoor Sanatorium 
Res. Asst. M.O., at rate of £250. 
Edgware, Redhill County Hosp.—Obstetric Surgeon, £500. 


, £250. 
Jun. Asst. M.O., £350. 
Reg., £100—£10-£120 


School 


Park Hosp. and In&titution—Res. Jun. 


Asst. M.O.H. and Asst. 


School 


County 


N.W.- 


, £350 
, Bovey Tracey.— 


Fareham, Hants, Knowle Mental Hosp.—Second Asst. M.O., 
£500. 
Gloucestershire County Council.—Two Asst. County M.O.H.’s, 


each £500. 
Golden-square Throat, Nose, and Ear Hosp., W 
each at rate of £100. Also Clin. Asst. 
Gravesend and North Kent Hosp.—Jun. H.S 


Two H.S.’s, 


£120. 
Ear, Nose and 


Halifax Royal Infirmary.—Second H.8. for E ye, 
Depts., at rate of £175. 


Throat and Med. 
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Hampstead General and North-West London Hosp., Haverstock 
Hill, NW Res. Cas. Surg. O., at rate of £100. 
Harefield, County (Tuberculosis) Sanatorium Jun 
M.O., at rate of £250 
Hastings, Royal East Susser Hosp 
Heston and Isleworth Borough Asst 
£500 
Majesty's Colonial Service 
Dept. in Kenya, £500 
Three Medical Inspectors of Factories, each £750 
Consumption, d&c., Brompton, S.W Re s. M.O., 


Res. Asst. 
Asst. Pathologist, £300 

M.O.H. and Se Nowe M.O., 
His 


Bacteriologist for Veterinary 


Home Office 
oe. 


ao “for Sick Children, Great Ormond-street, W.C.—Two Res. 
H.P.’s and 2 Res HS *s,each at rate of £50. 

Hosp. for Tropical Diseases, 25, Gordon-street, W.C. 
Jun. Hon. Anesthetists 

Hounslow Hosp Aneesthetist, 1 guinea per session 

Huddersfield Royal Infirmary H.S8. to Eye, Ear, 
Throat Depts., at rate of £150 

Hull City Hosp. for Infectious Diseases, Cottingham 
£350. 

Hull Royal Infirmary.—Second Cas. O., at rate of £150. 

Hull and Sculcoates Dispensary Res. M.O., £550. 

Infants Hosp., Vincent-square, Westminster, S.W. 

Jewish Maternity Hosp., Underwood-street, E. 
rate of £50 

Kettering and District General Hosp 

King Edward Memorial Hosp., 
Also two Hon. Anesthetists 

Kingston-on-Thames, South 
tes. M.O., £250 

Lancashire Mental Deficiency 
M.O., £550 

Leicester Royal Infirmary 


-Two 


Nose, and 


Res. M.O., 


Hon. Surgeon 
Res. M.O., at 


H.P.. 
Ealing, W. 


£150 
Ophth. Surgeon. 


Middlesex Fever Hosp.—Asst. 


Acis Commitiee.—Additional Asst 
Res. Radiologist, at rate of £200. 
Leigh Infirmary, Lancs.—Sen. Res. Surg. O., at rate of £250. 
Lincoln County Hosp.—Jun. H.8., at rate of £150. 
Liverpool Heart Hosp.—H.P., at rate of £100 
Liverpool Hosp. for Consumption ani Diseases of the Chest.— 
Med. Supt. for Delamere Sanatorium, £800. 
London Chest Hosp., Victoria Park, E.—H.S., at rate of £100 
Also Surg. Reg. 
London, Child Guidance Clinic, Canonbury-place, 
Three Fellowships in Psychiatry, each £300 
London County Counct Asst. M ms Grade I, £350. Also Asst. 
District M.O.’s, £280 and £12 Consultant and Specialist 
Services: Part-time Ear, Nose, and Throat Specialist, £200. 
London Jewish Hosp., Stepney Green, E.—Res. M.O. and H.P., 
each at rate of £150. Also HS. and Cas. O., each at rate 
of £100. 
London University, King’s College.—Demonstrator in Physiology, 
£100 per term 
Maidstone, West Kent General Hosp.—H.58., £175. 
Manchester Ancoats Hosp.—-Orthopeedic Registrar, £50. 
Manchester Royal Eye Hosp.—Out-patient M.O., £200. 
Manchester, University.— Asst. Lecturer in Chemical Pathology, 
£400. 
Marie Curie Hosp., 2, Fitzjohn’s-avenue, N.W.—Res 
Metropolitan Hosp., Kingsland-road, E.—Cas. O. 
Anesthetist, £100. 
Middlesbrough Education Committee:—Asst. School M.O., £500. 
Miller General Hosp., Greenwich-road, S.E.—Cas. O. and H.S., 
at rate of £150 and £100 respectively. 
National Hosp., Queen-square, W.C.—Registrar and Asst. 
Registrar, each £200. 
Also Third H.S., 
Also 


Islington, N. 


M.O 
and 


, £100. 
Res 


Newport, Mon., Royal Gwent Hosp. 
£250 and £135 respectively. 
New Zealand, New Plymouth Hosp. 

Radiologist, £850. 
Norwich, Norfolk and Norwich Hosp. 
Oswestry, Robert Jones and 
H.5., at rate of £200. 
Oxford, Radcliffe Infirmary. 
Medicine 
Paddington Metropolitan Borough.—Sen. 
Ante-Natal Clinic, 2 guineas a session. 
Fiona City and General Hosp.—Jun. 


-Sen. H.S 
Res. Surgeon, £900. 


-H.P., £120. 
Agnes Hunt Orthopedic Hosp 


-Hon. Physician to Dept. of Physical 
Visiting M.O. for 


Asst. M.O., at rate 


Plymouth, Prince of Wales’s Hosp., Greenbank-road.—Res. 
Surg. O., at rate of £225 

Portsmouth City.—Asst. M.O.H., &c., £500 

Preston and County of Lancaster, Queen Victoria Royal Infirmary. 
Hon. Asst. Physician 

Queen Mary’s Hosp. for the 
ments, £150-£120 

Reading, Royal Berkshire Hosp. 
of £150 

Royal Cancer Hosp., Fulham-road, S.W.—Two H.8.’s, 
rate of £100. Also Res. H.S. to Radium Dept 

Royal London Ophthalmic Hosp., City-road, E.C 
patient Officers, each £100. 

Royal National Orthopaedic Hosp 
Res. H.S., at rate of £150 

Royal Naval Medical Service.—Medical Officers. 

Royal Northern Hosp., Holloway.—Obstet. Reg., £200. 
at rate of £70. Also Gynecologist in V.D. Dept. 

Royal Waterloo Hosp. for Children, d&c.,S.£.—Hon. Asst. Surgeon. 
Also H.S., at rate of £100 

St. Bartholomew's Hosp., E.C.—Part-time Chief Asst. in X Ray 
Diagnostic Dept. 

St. Mary’s Hosp. for Women and Children, 
Surg. O.and Res. H.P.,at rate of £155 and £150 respectively. 

Sheffield Royal Infirmary.—Clin. Asst. to Ophth. Dept. £300. 
Also Ophth. H.S., at rate of £150. 

Southampton Free Eye Hosp.—H.5., at rate of £150 

Southampton, Royal South Hants and Southampton Hosp.— 
i.P., Res. Anesthetist, two H.S.’s., and Cas. O., each at 
rate of £150. 

South Eastern Hosp. for Children, 
Surgeon. 


East End, Stratford, E.—Appoint- 


H.S. to Spec. Depts., at rate 
each at 
Two Out- 


, 234 Great Portland-street, W .— 


HS., 


Plaistow, E.—Res. 


Sydenham, S.E.—Hon. Asst. 
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Southend-on-Sea General Hosp.—Cas. O 

Southern Rhodesia Medical Service—Government M.O., £600. 

SS nee Sanatorium.—Jun. Asst. M.O., at rate of 

Staffordshire County Council.—Second Asst. Bacteriologist and 
Pathologist, £700. 

Stirling District Mental Hosp., Larbert.—Jun £300. 

Stockport County Borough —Asst. M.O., £600 

Stoke-on-Trent, Burslem, Haywo: and Tunstall War Memorial 
Hosp.— —Res. H. S., at rate of £175 

Stoke-on-Trent, North Staffordshire 
(Orthopedic), at rate of £150. 

Sunderiand Royal Infirmary.—Jun. 
rate of £120. 

Tottenham Borough.—Deputy M.O.H., 

Ad = Bromwich, Hallam Hosp.—l.P., 


, at rate of £100 


Asst. M.O., 


Royal 
H.S. 


Infirmary.—H.S. 
and H.P., 


£750. 
‘at rate of £200 
London Hosp., Hammersmith- road, W .—Additional Hon. 

Reg. for Throat, Nose, and Ear Dept. Also Hon. Clin. 

Asst. in X Ray (Diagnostic) Dept. 

Ww clverhamepton Royal Hosp.—Res. Asst. Path. 

£150. 

Woolwich and District War Memorial Hosp., 
H.P., at rate of £100. 

Medical Referee under the Workmen’s Compensation Act, 1925 
for the Wigan (Circuit No. 6), Altrincham, and W arrington 
(Circuit No. 7) and Leigh (Circuit No. 8) County Court 
Districts. Applications should be addressed to the Private 
Secretary, Home Office, Whitehall, London, S.W.1, before 
May 27th. 

The Chief Inspector of Factories announces a vacancy for a 
Certifying Factory Surgeon at Barnoldswick (Yorks, W.R.). 


_ Births, Marriages, and Deaths 


BIRTHS 

BAMFORD.—On April 27th, at Ely, the wife of Dr. 
Brian Bamford—a son. 

Knox.—On April 27th, at St. John’s Wood Park, Hampstead, 
the wife of Dr. Robert Knox—a daughter 

MAcLEoD.—On April 26th, at Edinburgh, the wife of Dr. 
Macleod, of York—a son. 

MALLINSON. On April 28th, at Sittingbourne, 

Mallinson —a daughte r 

PETERS.—On April 26th, at Wimpole-street, 
Mr. E. A. Peters, F.R.C.S.—a daughter. 

ROWLANDS.——-On April 30th, at W impole- street, 
wife of Dr. John E Rowlands —a daughter. 

SHELDON.—On April 27th, at Sutherland-avenue, W., the wife 
of Dr. Colin Sheldon, of Reigate, Surrey—a daughter. 

SHEPLEY.—On / April 27th, the —_ of Dr. Wm. H. Shepley, of 
Warlingham, Surrey—a so 

SHERIDAN.—-On May Ist, at Naini Tal, India, the wife of Captain 
A. M. Sheridan, I. M.S.—a son. 


MARRIAGES 
GROVE—FRASER.—On April 28th, at St. 


Stevenson Grove, M.B., 
Fraser. 


each at 


and Res. M.O., 


Shooters Hill, S.E. 


Cambs, 


Nei] 


the wife of Dr. 


W., the wife of 
W.1., the 


Ives, Hunts, William 
to Helen Baird Clementina Dibdin 


DEATHS 


ABBOT-ANDERSON.—On May 3rd, at Madeira House, 
Maurice Abbot-Anderson, C.V.O., M.B. Durh. 

BROOKES.—On May Ist, at Hamlet-gardens, Ravenscourt- 
park, W.6, Frederick William Brookes, M.R.C.S. Eng., 
L.S.A., in his 81st year. 

FURNIVALL.—On May 3rd, at Northam, North Devon, Percy 
Furnivall, F.R. ve 8S. Eng., Consulting Surgeon to the London 
Hospital, aged 71 

LEVENTON.—On April ‘30th, 1 Godalming, Lieut.-Colonel Asher 
Leventon, C.I.E., F.R.C I.M.58. (retd.). 

Lurr.—On May Ist, 19: 38, of Limpsield, Surrey, Arthur Pearson 
Luff, M.D., F. R.C.P.. C.B .E., J.P., € onsulting Physician to 
St. Mary’s "Hospital, cae aged 82. 

NEILL.—On May 2nd, at Oxford, Alexander William Neill, 
M.D. Edin., Physician Superintendent to the Warneford 
Menta! Hospital, Oxford, aged 58. 

Provis.—On May 2nd, at Brighton, Francis Lionel Provis, 
M.R.CS. Eng., F.R.C.8. Edin., aged 65. 

Spears.—On April 29th, John Spears, L.S.A., L.R.C.S. Edin., 
of Worcester Park, formerly of Wimbledon, aged 68. 

TELL +t —On April 28th, Walter Henry Maxwell Telling, M.D., 
F.R.C.P. Lond., J.P., of Leeds. 

U nsaeenian On "April 29th, at Felstead, Essex, 
Cressee Underwood, M.R.C.S. Eng., aged 66. 

WILKINSON.—On May Ist, at Boyton, Launceston, Lieut.- 
Colonel Edmund Wilkinson, F.R.C.S. Eng., D.P.H.Camb., 
I.M.S., late Medical Officer, Ministry of Health 

WILLIAMSON.—On May 2nd, at Richmond, Surrey, 

Williamson, M.B., C.M. Edin. 

—A fee of 73. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 


Bath, Sir 


Arthur 


John 
N.B. 


LIGUE INTERNATIONALE CONTRE LE RHUMATISME.— 
At the international congress lately held at Oxford 
Prof. Ralph Pemberton of Philadelphia was elected 
president of this league in succession to Dr. R. Fortescue 
Fox. Dr. J. van Breemen was asked to retain office as 
secretary and director of the league’s international advisory 
bureau at Amsterdam (Keizersgracht 489). The next 
congress is to be held in New York in June, 1940. 
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NOTES, COMMENTS, AND ABSTRACTS 


EMERGENCY TREATMENT 
By A CLAIMS OFFICIAL 

IN order to ensure that medical practitioners and 
hospitals receive payment for giving emergency treat- 
ment after road accidents, the Road Traffic Act of 
1934 made the insurance companies responsible, 
irrespective of the legal liability of the motorist to 
the injured person, for a fixed amount of 12s. 6d. 
for each person treated. This fee is claimable by the 
first doctor rendering treatment or by the hospital 
to which the injured person is first removed after 
the accident. It is further stipulated that any 
claims must be made within seven days of the 
rendering of treatment, by registered letter sent to 
the owner of the motor vehicle. When this provision 
is not complied with the vehicle owner or his insurers 
are entitled to refuse payment. In practice, however, 
it will be found that by mutual agreement between 
insurers, little or no advantage will be taken of the 
time limit and the Accident Offices Association have 
agreed that in the case of hospitals they will not 
insist on the time limit; neither need claims be 
made by registered post. Although there is no definite 
ruling for private practitioners, it is unusual for the 
insurance companies to refuse payment of an emer- 
gency treatment account sent after the expiry of the 
time limit or otherwise not within the terms of 
Section 17 (2) of the Road Traffic Act, 1934. 

The British Medical Association has published since 
the passing of the Act a special form for the use of 
doctors on which to make claims for emergency 
treatment, and these forms may be obtained in 
blocks for convenience. In addition to the amount 
of 12s. 6d., a doctor called out to an accident may 
make a further charge for travelling of 6d. per mile 
in excess of two miles. If more than one person 
is treated at the same spot the mileage allowance 
can be claimed only once. 

When an accident involves a single motor vehicle 
and a pedestrian, the claim for emergency treatment 
should of course be sent to the owner of the vehicle 
or direct to his insurers if the name of these is known, 
but when more than one is involved some doubt may 
arise as to the proper quarter to which the claim 
should be addressed. As a general guide, accounts 
relating to injuries sustained by passengers in either 
or any of the vehicles should be rendered to the 
vehicle owner. When more than one vehicle is 
‘concerned and treatment is given to a person other 
than a passenger, the account may be sent to either 
vehicle owner, since in these instances the insurers 
usually share the cost of emergency treatment. 


THE RED CROSS IN CHINA 


IN a letter from Canton, dated March 29th, Dr. 


Wintiam W. Cappory, F.A.C.P., writes :— 


As the months go by and the unprecedented attacks 
upon non-combatants continue, the Chinese people 
are hardening themselves to resistance. Since the 
fall of Nanking the morale of the people and their 
armies has been steadily improving, and this is 
especially evident in the reorganisation of the Red 
Cross and the National Health Service. 

The present head of the Wei Shang Shue, or com- 
missioner of health, is Dr. F. C. Yen, until recently 
director of the National Medical College of Shanghai. 
Dr. Yen is a graduate of Yale University and an 
outstanding leader of the medical profession of China. 
At the head of the Chinese Red Cross, as director, 
stands Dr. Robert Lim, until recently professor of 
physiology at the Peiping Union Medical College. 
He is a graduate of Edinburgh University and is well 
known for his ability as an organiser. These two 
leaders have the confidence of all who know them. 

As branches of the Chinese Red Cross, international 
committees have been organised to meet special 


emergencies. Thus in Shanghai work for refugees 
was largely handled by a special refugee committee of 
the International Red Cross. Another committee has 
been organised in Hankow and one in Canton. In 
the latter city the whole administration of the pro- 
vincial government is organised under a council of 
which the commander of the 4th Route Army and 
the provincial governor are respectively chairman 
and vice-chairman, thus uniting the military and 
civil authority. This council operates through eight 
departments, one of which is the medical relief 
department. The chairman, Dr. Cheung Kin, is 
head of the Army Medical Corps; he studied in 
Germany. Dr. Tso Waiming, a graduate of England, 
is vice-chairman and is commissioner of health for 
the province. Dr. Jee Quong-to, an American 
graduate, secretary of the department, is director of 
health for the city of Canton. Thus these three men 
combine the medical ideals of three leading countries. 

In close connexion with this department is the 
Canton Red Cross Association. This is devoting its 
efforts primarily to first-aid relief along the provincial 
railways where hundreds of civilians are being killed 
or injured by the almost daily air raids of Japanese 
bird-mén. The Canton International Committee of 
the Chinese Red Cross is composed of Chinese and 
foreigners and serves as a medium between China 
relief agencies and the outside worid. 

Two thousand additional beds are to be equipped 
for use by existing mission hospitals in the province 
of Kwangtung. Refugees from the north are housed 
in five camps, and a joint refugee committee of Chinese 
and foreigners has been appointed by the Government 
to render every possible help to these unfortunates. 
Thus, as the conflict drags on, Chinese leaders are 
learning how to organise, both in military affairs 
and in the care of the war victims. To those who 
know the Chinese people nothing could seem more 
worthy of the generosity of the world’s medical 
profession than aid in the rehabilitation of China’s 
wounded and suffering millions. The agencies now 
administering relief are well organised and efficient, 
and money would not be wasted. Send contributions 
to the Lord Mayor’s Fund in London, to the American 
Red Cross Fund, now being raised at the request of 
President Roosevelt, or to the international Red 
Cross committees in Canton, Hankow, or Shanghai. 


A POCKET DIARY AND MEDICAL DIGEST 


KEESING’S MEDICAL DIGEST, which has_ been 
published for three years on the Continent but is 
new to this country, aims not only at supplying 
the busy practitioner with a convenient medical 
diary but at keeping his knowledge up to date 
with little trouble to himself’ It consists of a loose- 
leaf binder about 6 by 4 in. containing pages for daily 
visiting-lists, obstetric engagements, and cash accounts 
on the lines of the standard medical diaries, but its 
main feature is a section of summaries of current 
medical literature. Abridged versions of about twenty 
papers of general interest from the world’s journals 
are supplied each month to be inserted in the cover, 
and with them a revised index which will be continuous 
for ten years. The summaries for March were taken 
from the journals of about three months previously. 
The translations are adequate; and obvious errors, 
such as ‘‘the blood pressure was hyperchromatic ”’ 
(p. 65), are rare. The pages do not open flat, but the 
paper is pleasant to write upon and the printing 
clear. It is pardonable for us to wonder whether 
the practitioner would not do better to take the weekly 
journals of his home country about with him in his 
car ; but clearly there are occasions, as when awaiting 
a colleague for consultation, when abstracts of pocket 
size are more conveniently read. The subscription 
is a guinea a year, and the offices of the company 
issuing the digest are at 1, Regent-street, London, 
S.W.1. 
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A POLICE INQUIRY 


A female child, aged 10-14 days, was found 
abandoned at the central railway station, Newcastle- 
upon-Tyne, on April 14th. The infant had on the 


scalp, two and a half inches above the right eyebrow, 
a healing vertical wound half an inch long, possibly 
caused by forceps at birth. The Newcastle police, 
who are trying to trace the identity of this child, 
would be glad to hear from the doctor who delivered 


this baby. The child had received some medical 
attention and is presumed to have left some home or 
institution on the night of April 13th or early on 
the 14th. 
NEW PREPARATIONS 

LIBBY’Ss HOMOGENISED Foops.—Having devised 
a method of homogenisation that reduces fibres to 
minute particles the Chicago firm of Libby, McNeill 


and Libby (Forum House, 15, Lime-street, London, 
E.C.3) offer a variety of vegetable and fruit mixtures 
for infants and invalids. The fine division of the 
foods exposes a larger area to digestive enzymes, 
and increases the rate and completeness of absorption ; 
but the bulk remains the same. Three combinations 


of vegetables are prepared (the components being 
peas, beet, asparagus, beans, pumpkins, tomatoes, 
spinach, and carrots) and they are recommended 


as a rich natural source of vitamins and mineral salts, 
There is also a cereal ( (composed of whole wheat 
bean, and milk), a fruit preparation (prunes, 
pineapple juice, and lemon juice) with a laxative 
action, and a soup (tomatoes, carrots, celery, liver, 
barley, and onions). These foods can be readily 
heated in the enamel-lined containers in which they 
are supplied and are intended both as a supplement 
to the normal infant’s diet and as a source of nourish- 
ment in colitis, gastro-enteritis, and other disorders of 
older children and adults. Since they cause no 
intestinal irritation the vegetables have been given 
to babies three months of age, and the cereal as 
early as seven weeks. 


soya 


A booklet on Vitamin Products reaches us from the 
BRITISH DruG Houses Ltd. (Graham-street, N.1). 
It summarises recent scientific advances and describes 
the B.D.H. preparations available. 


The REGISTER OF VETERINARY SURGEONS for 1938 
contains as usual the report of the council of the 
Royal College of Veterinary Surgeons which makes 
it clear that any apparent diminution in the number 
of veterinary graduates is due to the lengthening of 
the course of study from four to five years. The first 
qualifying examination under the new regulations 
was held last July. The Register may be had from 


the secretary of the College, 10, Red Lion-square, 
London, W.C.1, for 5s. 
Medical Diary 
May 9th to May 15th 
SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 


TUESDAY 
Therapeutics and Pharmacology 5 P.M., annual general 
meeting. Mr. F. G. Young, Ph.D Relationship of the 
Anterior Hypophysis to Diabetes Mellitus 
Psychiatry 8.15 P.M., annual general meeting 
(with the Section of Neurology), Dr. W. 
Dr. Macdonald Critchley, and Dr. J. G. 
Presenile Dementias—Symptomatology, 
Differential Diagnosis 
WEDNESDAY 
Surgery : Subsection 
general meeting. Mr 
Norbury: Urinary 
Rectum. Mr. G 
and Mr 
FRIDAY 
Clinical. 5.30 
Fitzwilliams : 


5.30 P.M 
Ma yer- Gross, 
Greenfield : The 
Pathology, and 


of Proctology 5 P.M., annual 

Henry Wade and Mr. Lionel 
Fistule in Relation to the Colon and 
Gordon-Taylor, Dr. Cuthbert Dukes, 
Lawrence Abel will also speak 


P.M. (cases at 4.30 P.M.), 
(1) Ruptured Spleen. Dr. 
Lungs 


Mr. Duncan 
Bernard Myers : 
Dr. Ernest Fletcher : 


2) Gaucher's Disease of the 
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(3) Infective Arthritis associated with Chronic 
Tuberculosis. (4) Monarticular Arthritis, ? 
Mr. A. Simpson-Smith: (5) Neuroblastoma 
24 Years after Removal. 

SATURDAY. 


Pulmonary 
Diagnosis. 
of Sacrum, 


Physical Medicine. 10 A.M., annual general meeting 
at Droitwich. Dr. J. W. T. Patterson: Treatment by 
Brine Baths. 2.15 P.M., Visit to baths, hospitals, and 
clinic. 


BRITISH ASSOCIATION OF RADIOLOGISTS. 

FRIDAY.—10 a.M. (Whitla Medical Institute, Belfast), Dr. R. M. 
Beath: presidential address. Noon, Prof. P. Flemming 
Meller (Copenhagen): Chronic Fluorine Poisoning as 
seen from a Radiological Standpoint. 2.15 p.m., Dr. T. 
Garratt Hardman: A Position for Radiography of the 
Fourth Ventricle. Dr. J. F. Brailsford : Brodie’s Abscess 
and its Differential Diagnosis. Dr. Peter Kerley : Syphilitic 
Aortitis and Aneurysm of the Aorta. 

SATURDAY.—10 a.M., Dr. S. Cochrane Shanks: Four-area 
Method of X Ray Treatment of Tinea Tonsurans. Dr. J. 
Ralston Paterson and Miss Margaret Tod: The Radium 
Treatment of Angiomata in Children Dr. R. McWhirter : 
The Treatment of Certain Non-Malignant Conditions 
by X Ray and Radium Therapy. 

MEDICAL SOCIETY OF LONDON, 11, 

MONDAY.—8 P.M., annual general 
Sir Henry Gauvain: Planning a 
oration.) 

HARVEIAN SOCIETY 

THURSDAY.—8.30 P.M. (26, Portland-place, W 

Mowlem : Plastic Surgery 
PADDINGTON MEDICAL SOCIETY. 

TUESDAY.—9 P.M. (Paddington Tuberculosis Dispensary, 
20, Talbot-road, W.), discussion on the Problems of General 
Practice. 

SOUTH-WEST LONDON MEDICAL 

WEDNESDAY 9 P.M. (Bolingbroke 
+. ea Dr. Henry Yellowlees : 
>, 

WEST KENT MEDICO-CHIRURGICAL SOCIETY. 

FRIDAY.—8.45 P.M. (Miller General Hospital, Greenwich), 
Mr. Myles Formby: Some Common Oto-laryngological 
Conditions ; Aids to their Diagnosis and Treatment. 

MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 

THURSDAY.—8.15 P.M. (11, Chandos-street, W.), Dr. A. T. 
Macbeth Wilson: Psychological Factors in Organic 
Disease. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


BRITISH POSTGRADUATE MEDICAL SCHOOL, 

road, W 

TUESDAY 4.30 P.mM., Dr. H. 
Ductless Glands. 

W EDNESDAY.—Noon, 
(medical). 2 P.M., Mr. E. J. K 
Metabolism and Diabetes. 3 
logical conference (surgica]). 

THURSDAY 2.15 P.mM., Dr 
demonstration. 3.30 P.M., 
Gonorrhea in Women. 

FRIDAY.—2 P.M., clinical and 
(obstetrics and gynecology) 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics and 


Chandos-street, W. 
meeting 8.30 P.M., 
Hospital. (Annual 


OF LONDON. 


.), Mr. Rainsford 


SOCIETY. 
Hospital, Wandsworth- 
Psychological Growing 


Ducane- 


Gardiner-Hill: Diseases of the 


clinical and pathological conference 
‘ing, Ph.D.: Carbohydrate 
P.M., clinical and patho- 


Duncan White 


: radiological 
Colonel L. W 


Harrison : 


pathological conference 


operations, obstetrical and gynecological clinics and 
operations. 
ST. MARY’S HOSPITAL, W. 
TUESDAY.—5 P.M. (Institute of Pathology and Research), 
Dr. R. A. Young: The Treatment of Pneumonia. 


NATIONAL HOSPITAL FOR DISEASES OF 
Westmorele nd-street, W 

Tuespay.—5.30 p.m, Dr. B. T. 

Pectoris. 

HOSP ze AL 
Ww 


THE HEART, 


Parsons-Smith : Angina 


FOR SICK CHILDREN, 
THU a —2 p.m. Dr. B. E 
Tuberculosis in Childhood. 
The Cerebro-spinal Fluid. 
Out-patient clinics daily at 10 A.M. and 2 P.M. 
ST. GEORGE’S HOSPITAL, 8.W 
THURSDAY.—5 P.M. Dr. Antony 
demonstration 
LONDON SCHOOL OF DERM ATOL OGY, 5, Lisle-street, 
MONDAY.—5 P.M., Dr. W. } Goldsmith : 
Eruptions. 
TUESDAY.—5 
Eruptions. 
THURSDAY. 


Great Ormond-street, 
Pulmonary 


Schlesinger : 
D. N. Nabarro : 


3 Pp.M., Dr 


Feiling: neurological 
W.C. 
Acneiform 


P.M., Dr. J. E. M. 


—5 P.M., Dr. W. 
FRIDAY.—5 P.M., Dr. G. Duckworth: Psoriasis. 
ST. JOHN CLINIC AND » ag tg TE OF 
MEDICINE, Ranelagh- ae 
FRIDAY.—4.30 P.M., Mr. T. ze. 
in Diseases of the Eye. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
MONDAY to SUNDAY. —MAUDSLEY HOsPITAL, Denmark- 


Wigley: Napkin Area 


Griffith : Bullous Eruptions. 
PHYSICAL 


P Nillips : : Physical Medicine 


hill, 8.E., afternoon course in psychological medicine. 
St. JoHN’s HospiTrat, 5, Lisle-street, W.C., afternoon 
course in dermatology. (Open to non-membe Ts.)—PLASTIC 


SURGERY (various hospitals), Wed. and Thurs., all-day 
course.—PRINCESS BEATRICE HospiTaL, Richmond-road, 
S.W., Sat. and Sun. course in general surgery. 
MANCHESTER ROYAL INFIRMARY. 
Fripay.—4.15 P.M., Mr. D. M. 


Sutherland : 
demonstration. 


clinica 





